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Introduction: Special Care Dentistry in New Zealand is relatively underdeveloped. 
With its workforce persistently scarce, its training and career pathways remain 
unclear. Little is understood about the specialty’s role within the New Zealand public 
oral health sector. With the ageing population and the increase in demand for public 
oral health services, it is perhaps timely to explore this specialty to understand its 
implications for the future of Special Care Dentistry in the context of New Zealand. 
 
Aim: The aim of this research was to explore the perspectives of New Zealand 
clinicians who practise Special Care Dentistry on the current and future status of 
Special Care Dentistry in New Zealand. 
 
Methods: A qualitative approach was used, and semi-structured interviews were 
conducted with nine registered Special Care Dentistry Specialists, a Dental Public 
Health Specialist, and a general dentist who predominantly practised Special Care 
Dentistry. Interview data were audio-recorded and transcribed. A general inductive 
approach was used to thematically analyse the data and emerging themes were 
identified.  
 
Results: Three broad themes were identified: the profession, interprofessional 
interactions, and the issues in Special Care Dentistry. Under each of these themes, 
subcategories were further identified. This study revealed that the participants 
preferred ‘Special Care Dentistry’ to ‘Special Needs Dentistry’, which challenges the 
current term and definition used in New Zealand. In addition, the participants 
provided insights into career choices and their roles as Special Care Dentistry 
practitioners. Also highlighted were the career and training prospects of Special Care 
Dentistry and the associated limitations in New Zealand. Participants perceived that 
their professional interactions with their medical peers were better than their 
interactions with general dentists. Participants also indicated that there is a general 
reluctance of dentists to treat older people and patients who require special needs. The 
main barriers to provide Special Care in private practice were financial hurdles, time 
pressures, and limited medical knowledge. This study also identified critical issues 
such as older people’s oral health and an increasing demand for Special Care 
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Dentistry in public practice, suggesting a greater need for the development of Special 
Care Dentistry in primary health care. Recommendations were proposed for the 
improvement of career and training pathways, Special Care Dentistry education 
among undergraduates and general dentists, and the promotion of the specialty within 
the medical and dental professions. 
 
Conclusion: Special Care Dentistry is a specialty of dentistry in its own right. 
However, Special Care Dentistry in New Zealand is still in its infancy and there is 
much room for improvement, particularly in the aspects of education and career 
pathways to provide a healthy self-sustaining workforce. There should be a focus to 
promote Special Care Dentistry by all levels of oral health care stakeholders including 
the Faculty of Dentistry, NZDA, and the Ministry of Health. With the findings in this 
study, Special Care Dentistry can be defined as a discipline that provides patient-
centred oral health care for those within the spectrum of disabilities and activities 
restrictions that affect their oral health, within the personal and environmental 







Our population around the world is changing. According to World Health 
Organization (WHO), the proportion of the ageing population is on the rise despite 
the declining rates of childbirth. Moreover, estimations showed that there is more than 
1 billion of the world’s population living with all range of disabilities (World Health 
Organization 2004; 2008; 2011). In addition, due to exponential health care 
advancements and betterment of quality of life, elderly population and those who 
require special care have longer lifespans while accumulating chronic diseases and 
medical complexities (Subar et al. 2012).  
 
Recent population census not only showed that New Zealand’s general population is 
ageing but also more disabled people are getting older (Statistics New Zealand 
2013b). Furthermore, 14.4% of the population was reportedly over 65 years old and 
this percentage is predicted to increase substantially. The projected growth in this 
particular population group is expected to reach 23.8% of the total population by the 
year 2043. It is estimated that 24% of New Zealand’s population suffers some form of 
disability and the proportion has risen since the country’s last national census 
(Statistics New Zealand 2013a). Those who are over 65 years old are likely to suffer 
at least one form of disabilities than those who are younger. The incidences of 





With the dynamic changes in population, health care services will need to adjust their 
priorities and resources to meet the health care needs of the population, particularly 
for those who are vulnerable and older. In fact, a recent survey reported that older 
people in New Zealand are utilising health care services more than younger people 
(Ministry of Health 2015a). Although oral health services were not specified in the 
report, publicly funded oral health services are expected to experience a similar 
increase in utilisation. This is due to the increase in peoples’ disabilities and 
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complexity of medical conditions, particularly from the older population. Because of 
increasing use of health care services, it presents a challenge to the dental community 
services to accommodate and meet the oral health care needs of this vulnerable 
population group. 
 
Since the advent of introducing water fluoridation and improved awareness of oral 
health, the prevalence of tooth loss has fallen dramatically (Ministry of Health 2010; 
Thomson 2012). When compared with previous oral health national surveys, the most 
recent survey indicated that people are retaining more of their teeth (Ministry of 
Health 2010). The older people are reported to show similar results; on average, older 
adults aged 65 years and over are retaining more than half of their natural teeth. 
Although research findings have shown that the overall population’s oral health has 
improved over time, oral health care needs are still high within Special Care 
populations in New Zealand (McKelvey et al. 2014). In the literature, the oral health 
of Special Care patient groups has been widely reported to be significantly poorer 
than the general population. They tend to have poorer oral hygiene, and more 
untreated caries as well as periodontal disease (Anders and Davis 2010; Gallagher and 
Fiske 2007; Morgan et al. 2012). They also tend to lose their teeth from extractions 
rather than restoring their teeth as a result of dental caries (Oliveira et al. 2013). 
However, unfortunately, there is little research been conducted about patients 
requiring special care in New Zealand and their oral health status in recent years. As a 
result, the Ministry of Health has identified the special needs population as priority 
action area for research in New Zealand Ministry of Health Government strategic 




Patients requiring special care, particularly in respect to Paediatric Dentistry, have 
been well researched and documented (Casamassimo et al. 2004; Charles 2010; Crall 
2007; Estrella and Boynton 2010; Huebner et al. 2015; Lewis 2009; Sanders et al. 
2008; Waldman and Perlman 2006a). However, children with special needs now are 
surviving into adulthood but continue to require special care (Borromeo et al. 2014). 
There are indications that children with special needs that survive into adulthood will 
continue to have high oral care needs (Lewis 2009). 
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Access to oral health services has also been widely reported to be poor among those 
who are vulnerable and require special needs (Dougall and Fiske 2008). Historically, 
the institutionalisation of patients requiring special care is considered a norm, 
especially those with intellectual and mental impairments. Furthermore, to an extent, 
these people are segregated from the community. The contemporary paradigm shift in 
the model of care led to many of these special needs groups being de-institutionalised 
and now lived independently (or semi-independently) among the community 
(Glassman and Miller 2003). In New Zealand, patients with psychiatric and 
developmental disorders have been de-institutionalised and now live in the 
community. Unfortunately, this changed their accessibility to dental care, leading to a 
significant negative impact on their oral health (Stanfield et al. 2003). It has been 
reported that those with learning disabilities living in communities are less likely to 
seek regular dental treatment (Tiller et al. 2001). 
  
In New Zealand, publicly funded dental services such as District Health Board (DHB) 
hospital dental departments and community-based clinics usually provide oral health 
care needs of patients with special needs. Depending on the complexity of their needs, 
public general dentists or Special Care Dentists usually provide the dental treatment. 
However, there is a general shortage of public sector dentists and Special Care 
Dentists in New Zealand (New Zealand Dental Association 2006). The continuous 
decline of dentists in the public sector does not reflect the increasing demand for 
Special Care oral health services. Consequently, access to oral health care for patients 
requiring special care and the medically vulnerable are limited. Sufficient resources 
and appropriate workforce must be allocated to address this demand. 
 
These changes in the population structure and dental workforce will have implications 
for various areas of oral health service in New Zealand. Recent literature has shown 
that general dentists have reported challenges and barriers in providing Special Care 
Dentistry both in public and private practice (Derbi and Borromeo 2016). There is an 
unprecedented need (if not demand) of oral health care services to meet the needs of 
this underserved population. Out of necessity, there needs to be a refinement of the 






In New Zealand, Special Care Dentistry1 is defined as a specialist practice of dentistry 
that pertains to the oral health care of people adversely affected by intellectual 
disability, medical, physical or psychiatric issues (Dental Council of New Zealand 
2017). The terms ‘Special Needs Dentistry’ and ‘Special Care Dentistry’ are used 
interchangeably among different parts of the world, while some prefer one to the 
other (Derbi and Borromeo 2016; Ettinger 2000). Not only is there discrepancy in its 
nomenclature but also variation in definition among different countries and even 
among professional dental societies. Moreover, the terms used to define the patient 
group varies immensely among dental practitioners (Glassman and Subar 2008).  
 
Relative to other disciplines of dentistry, Special Care Dentistry has been viewed as a 
young and underdeveloped branch of dentistry, due to its variability in vocational 
recognition, training, and career pathways (Faulks et al. 2012; Faulks and Hennequin 
2006). It is therefore difficult to develop a benchmark for its teaching curricula, 
discipline recognition, career pathways, and define the specialty in oral health care. 
As a result, the discipline of special care dentistry may not be as well represented 
within the health care system, resulting in inconsistencies in service priorities, 
creating barriers to access oral health services and exacerbate existing disparities in 
oral health care among people requiring special care and those who are vulnerable. 
Just as health and medical care are important to all human beings, we should strive to 
reach equitable oral health care access for all. 
 
Currently, there are only eleven registered ‘Special Needs Dental Specialists’ with the 
Dental Council of New Zealand (DCNZ) (Dental Council of New Zealand 2017). 
With the exception of two in the South Island of New Zealand, the others are based in 
North Island of New Zealand. The remaining one specialist is currently practising 
overseas. When comparing the number of Special Care Dentists between 2015 and 
2017, there were only two newly registered specialists since 2015. Unfortunately, the 
total increase in the number of Special Care Dentists remains zero as two previously 
registered specialists had since retired. This lack of growth in the number of Special 
Care Dentists in New Zealand is a concern with respect to the increasing demand for 
																																																								
1 In the Dental Council of New Zealand, this specialty is named ‘Special Needs Dentistry’. 
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Special Care Dentistry (New Zealand Dental Association 2006). A closer scrutiny of 
the characteristics of the registered specialists reveals that some Special Care Dentists 
are close to retirement age, suggesting an ageing specialist group, to which the New 
Zealand Dental Workforce Analysis of 2006 has concurred. The recent workforce 
analysis by Broadbent reported that there were no postgraduate trainees in Special 
Care Dentistry between 2011 and 2012 (Broadbent 2016). Special Care Dentistry 
arguably may not be as ‘popular’ as other disciplines of Dentistry. Certainly, this is an 
area worthy of an investigation.  
 
The low number of registered Special Care Dentists in relation to the proportion of 
the population with disabilities may further suggest (a) there are unmet oral health 
care needs in the population with special needs due to limited access to specialist care, 
and (b) there are general dentists who provide this care for these vulnerable 
populations at a non-specialist level. This imbalance of supply and demand 
emphasises the need to explore issues such as career pathways, service provision, and 
the profile of Special Care Dentistry in New Zealand.  
 
There is a paucity of research that has explored this area of concern, especially with 
respect to New Zealand. In fact, there is no study to date that has investigated the role 
of Special Care Dentists and their vocation in caring for those who require Special 
Care Dentistry. Recent literature demonstrated some studies that have investigated the 
perception of Special Care Dentistry among general dentists and undergraduate dental 
students. However, none had delved into the world of Special Care Dental Specialists 
to examine their beliefs and perception of their area of expertise, and with it, the 
barriers revolving around Special Care Dentistry. The understanding of their career 
choices and challenges of practising Special Care Dentistry remain unexplored. There 
is also the need to contemplate the future of Special Care Dentistry and how it will 
exercise its role in providing oral health care. Hence, to better understand the 
specialty and its role, there is a need to explore those who are working ‘in the field’ of 





This study aims to understand the foundations of Special Care Dentistry through the 
perspective of Special Care Dental Specialists around New Zealand. It seeks to review 
the definition of Special Care Dentistry and its effects within the specialty. In 
addition, this study hopes to establish the scope and the role of the specialty within 
the oral health of New Zealanders.  
 
With its findings, this study hopes to contribute to the current literature in regards to 
the understanding and perception of Special Care Dentistry through a qualitative 
approach to investigate areas such as career and training pathways, undergraduate and 
postgraduate education, and oral health services.  
 
Objectives of this study are: 
 
- To interview dental clinicians who practise Special Care Dentistry around 
New Zealand. 
 
- To gather information from clinicians who practice Special Care Dentistry in 
the aspects of Special Care Dentistry including the career and training 





The structure of this thesis is divided into five main chapters, which includes the 
introduction, literature review, methodology, results and discussion, and followed by 
the final chapters of summary, recommendations, and conclusion. 
 
The second chapter aims to illustrate the evidence and review the literature of past 
and current research that has investigated Special Care Dentistry. It serves to identify 
and establish the gaps in the literature that this study hopes to address. The third 
chapter will present the methodology used in obtaining the data for this study. The 
fourth chapter will present the findings of this study. To keep within the spirit of a 
qualitative approach in this study, a semi-narrative discourse will be made 
concurrently along each theme of the findings, supported by the currently available 
literature. The fifth chapter will provide a summary of this study while the sixth 
chapter will present the implications for future research directions and 
recommendations, followed by the final chapter of conclusion. 
 
Although broadly speaking, the use of the terminology of ‘Special Needs Dentistry’ 
and ‘Special Care Dentistry’ are synonymous and interchangeable, the author of this 
study will use the term ‘Special Care Dentistry’ throughout this study. It does not 
imply the personal opinion of the author but rather reflect the notions that arose from 








Defining Special Care Dentistry and those who have special needs have always been a 
challenge (Faulks et al. 2012; Glassman and Subar 2008). As a result, a myriad of 
nomenclatures and definitions are used to describe Special Care Dentistry. Although 
historically, dentists have used terms such as ‘Dentistry for Disabled’, ‘Hospital 
Dentistry’, and ‘Dentistry for the Disadvantaged’, and the most common variations 
used today are ‘Special Needs Dentistry’ and ‘Special Care Dentistry’ (Chalmers 
2001). There are also variations of terms that are applied to describe the patient group, 
including ‘Special Needs Patients’, ‘Special Care Patients’, ‘Patients who require 
Special Needs or Care’ and ‘Patients with Special Health Care Needs’ (Ahmad et al. 
2015; Glassman and Subar 2008). An editorial in 2000 briefly described how the term 
‘Special Care’ was first used in 1981 when the Special Care in Dentistry Association 
was established (Ettinger 2000). The term ‘Special Needs’ was initially used to denote 
‘Special Needs Education’ for those with learning and intellectual disabilities. 
However, it has now been used widely in the medical and dental field as well. A basic 
search on the PubMed database with the keyword term ‘Special Needs’ for the earliest 
use of the term will result in a 1947 Canadian medical journal article (Agnew 1947). 
The term ‘Special Needs Dentistry’ however, will date back a citation of a 1966 
article from Journal of American Dental Hygienist (Fagergren 1966). 
 
Although these terms seemed interchangeable to describe the same group of clinicians 
and patients, there is much debate among the clinicians and the patients themselves 
about how they are labelled. The point of discussion is often among the terms ‘need’ 
versus ‘care’. The definition of ‘need’ is described as ‘require because it is essential 
or important than just desirable’ whereas, ‘care’ is described as ‘provision of what is 
necessary for the health, welfare, maintenance and protection of someone or 
something’ 2. Derbi and colleagues (2016) discussed similar viewpoints and agreed 
that there is much inconsistency. One can debate about the interpretation of ‘need’ 
and ‘care’. It is viewed that the term ‘care’ as being the more holistic approach and 
																																																								
2	Definitions taken from Oxford Advanced Learner’s Dictionary 7th Edition, by Oxford University 
Press.		
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implied the notion of supporting the well being of a person. To break down the phrase 
‘Special Needs’ further, the term ‘special’ is defined as ‘better, greater, or otherwise 
different from what is usual’ and ‘need’ may be viewed as obligatory or essential3. 
The term ‘Special Needs’ is usually defined as (in the context of children in education 
establishments) ‘particular educational requirements resulting from learning 
difficulties, physical disability or emotional and behavioural difficulties’. Although 
the appropriateness or correctness of these terms is up for debate, for this thesis, 
‘Special Care Dentistry’ and ‘patients requiring special care’ will be used to denote 




Definitions of ‘Special Care Dentistry’ or ‘Special Needs Dentistry’ vary significantly 
among different countries (Table 1). Each may choose certain words or phrases to 
emphasise on a certain patient group that belongs under its definition of Special Care 
Dentistry. The current definitions, despite its variation in choice of wording, are 
similar in context. Most of these definitions are specific in terms of the categories of 
patient groups and they are described in four domains of a patient, which are 
intellectual, physical, medical, and mental. However, despite being specific in the 
patient group type, they do not take into account of the level of severity of the 
conditions or how the health-related condition is affecting the ability of the patient to 
receive oral health care. In other words, with these definitions, patients may be 
categorised as patients requiring Special Care Dentistry if they meet the mentioned 
conditions. This will have significant downstream effects on various aspects of oral 
health care provision, such as patient referral pathway to Special Care Dentistry oral 
health services. 
 
It is worthy to note that some definitions adopted other previously established 
definitions. For example, the definition by the British General Dental Council is based 
on the definition that was initially proposed by the Joint Advisory Committee for 
Special Care Dentistry (JACSCD) in 2003 as way towards recognising the specialty. 
In addition, these two definitions are the only definitions that included ‘social 
																																																								




impairment’ as part of their description of Special Care Dentistry. Additionally, apart 
from the definition by the BGDC and JACSCD, other definitions do not address the 
social aspects of health, which now established being important aspect of a person’s 
wellbeing (Faulks and Hennequin 2006). On the contrary, it is fair to argue that 
patients who are socially disadvantaged alone do not necessarily require ‘special care’ 
and arguably should not be a defining factor in categorising these patients as ‘patients 
with special needs’. On the other hand, patients who require special care might be 
socially disadvantaged due to various reasons. 
 
However, the primary usage of the term ‘Special Needs Dentistry’ is found in New 




The current thoughts on models of disability are underpinned by two main 
fundamental views: the medical model of disability and the social model of disability.  
 
The medical model of disability defines disability or illness as a form of physical 
condition in an individual, resulting a reduction of the individual’s quality of life. This 
medical perspective of disability is based on the medical model in diagnosing medical 
diseases (Laing 1971). However, there are criticisms of this model of disability as it 
focuses on reducing the impairments to allow people with disabilities to adapt in 
society rather than focusing on reducing societal barriers to allow full participation of 
disabled persons into society (Oliver 1996). The point of contention among disability 
rights advocates is the medical model of disability has also the unintended effect of 
‘victimising’ people with disabilities, purportedly suggesting that people with 
disabilities is ‘sick’ and required to be ‘cured’ (Nikora et al. 2004). Because of the 
medical model’s focus on an individual’s condition, people with disabilities are 
inadvertently defined by their condition or limitations, without considering their 
environment or social context. 
 
On the other hand, the social model of disability identifies society’s barriers, negative 
attitudes and exclusion as the main contribution in disabling people (Oliver 1996). It 
focuses on reducing barriers in a physical and social context that prevent people with 
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disabilities to participant fully in their own community. However, some argued the 
social model of disability does not address the individualised need of a person with 
disabilities (Shakespeare and Watson 2001). The debate of each model of disability is 
still ongoing despite the introduction of the ICF (Levitt 2017; Oliver 2013; 
Shakespeare and Watson 2001). 
 
In a human rights context, the United Nations Convention on the Rights of Persons 
with Disabilities (UNCRPD) is an international human rights treaty that was 
developed with the intent to protect the human rights and dignity of persons with 
disabilities (United Nations 2007). This provided a human rights approach towards 
disability. New Zealand was part of the development of this Convention and is one of 
the signatories of the Convention. The UNCRPD is an international human rights 
treaty of the United Nation Signatories of the Convention are required to promote, 
protect and ensure the full enjoyment of human rights by persons with disabilities. 
The UNCRPD would be appropriate to be adopted as a key principle in the 
development of Special Care Dentistry especially in the context of providing an 




Previous works have illustrated the challenges of defining Special Care Dentistry 
(Davies et al. 1999; Faulks et al. 2012; Faulks and Hennequin 2006; Faulks et al. 
2013; Gallagher and Fiske 2007).   
 
Most dental professional bodies still use the medical model of disability to define 
‘Special Needs Dentistry’ or ‘Special Care Dentistry’. There are concerns that with 
the current definitions (Table 1) miscategorise patients as ‘Special Care patients’, 
implying they need a ‘Special Care’ Dentist to treat them, without regarding their 
special needs or the severity of their medical conditions. General dentists may lay 
claim that these patients do not fall into their remit, indirectly shifting the care 
responsibilities from the general practitioners to dental specialists only (Waldman and 
Perlman 2006b). The authors also further argued that creating a specialty in Special 
Care Dentistry would further reinforce this notion among general dentists—one of the 
reasons that the United States of America has not established Special Care Dentistry 
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as a specialty. It may also have further implications for measures of patient access 
criteria to specialist care, state subsidy funding and referral pathways from primary 
oral health care to higher levels of health care. 
  
Earlier works of Locker’s conceptual framework towards measuring oral health 
created links between oral health, impairments, and psychosocial outcomes. This 
framework set key foundations to acknowledge the social components in oral health 
and disability (Locker 1988). Furthermore, the Oral Health Impact Profile was 
developed to measure seven dimensions of oral health impact: functional limitation, 
physical pain, psychological discomfort, physical disability, psychological disability, 
social disability and handicap (Slade and Spencer 1994). An extension from Locker, 
Slade and Spencers’ work, Faulks and Hennequin (2006) set out to define those who 
require Special Care Dentistry using the biopsychosocial model of disability 
described by the International Classification of Functioning, Disability and Health 
(ICF) (Faulks and Hennequin 2006; World Health Organization 2001). In comparison 
to other known definitions, the authors approached the subject differently and 
described patients requiring special care as ‘persons requiring Special Care Dentistry 
are those with a disability or activity restriction that directly or indirectly affects their 
oral health, within the personal and environmental context of the individual’ (Faulks 
and Hennequin 2006). In this definition, patients’ impairments or disability do not 
define them but describe their required special needs. Using ICF criterion as a 
conceptual framework, they were able to identify three domains: body function and 
structure (for example, the mouth), individual activity (for instance, eating) and 
participation in society such as having dinner with friends. Using these three domains, 
they argued that this would help identify those who require special care without 
stigmatisation or labelling their behaviour. Moreover, the authors asserted that this 
definition is broad and yet it is universally applicable to each who required specific 
health care needs. There has been some support of utilising the biopsychosocial model 
of disability to define the population (Faulks and Hennequin 2006; Gallagher and 
Scambler 2012; Scambler et al. 2011). By appropriately identifying the population, in 
turn, the authors proposed that this would define what Special Care Dentistry is and 
its role in caring for the oral health of vulnerable populations. Using the ICF as a 
framework for a definition, it also complements the International Classification of 
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Diseases (ICD-10) by providing the functional status of a person, in addition to their 




The variability of definitions between countries and professional associations only 
reflect the complexity of defining Special Care Dentistry. It is well known even in 
countries with well-established public dental service (such as in the United Kingdom), 
Special Care Dentistry is still considered to be in its younger years, and much 
development is needed (Faulks and Hennequin 2006). Most dental disciplines are 
defined or limited by their scope of practice, specialty-related techniques and 
treatments (for example, Orthodontics), or a part of the orofacial anatomy such as in 
Oral and Maxillofacial Surgery, and to an extent, specialised in a certain age group 
such as Paediatric Dentistry (Dental Council of New Zealand 2017). On the contrary, 
Special Care Dentistry is uniquely different as it is their patient group characteristics 
that defines it; in other words, patient-centred approach. The acceptance of the 
biopsychosocial model of disability as a method to define Special Care Dentistry 
would arguably be appropriate and in line with patient-centred model of care 
(Gallagher and Scambler 2012; Mac Giolla Phadraig et al. 2014; Scambler et al. 
2011). This alternative approach to redefine Special Care Dentistry is worthy of 
investigation as it would have downstream impact on how patients requiring special 
care access oral care services but also to develop a teaching framework for the 
curriculum of Special Care Dentistry. 
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Table 1 Variation of definitions of Special Care Dentistry among different 
countries and professional societies. 
	
Country/Societies Definition 
Dental Council of New 
Zealand 
The branch of dentistry that is concerned with the oral 
health care of people adversely affected by intellectual 
disability, medical, physical or psychiatric issues4. 
 
Dental Board of Australia The branch of dentistry that is concerned with the oral 
health care of people with an intellectual disability, 
medical, physical or psychiatric conditions that require 
special methods or techniques to prevent or treat oral 
health problems or where such conditions necessitate 
special dental treatment plans5. 
 
British General Dental 
Council 
Special Care Dentistry is defined as the improvement 
of the oral health of individuals and groups in society 
who have a physical, sensory, intellectual, mental, 
medical, emotional or social impairment or disability 
or, more often, a combination of these factors. It 




Patients with special needs are those who due to 
physical, medical, developmental, or cognitive 
conditions require special consideration when receiving 
dental treatment. This can include people with autism, 
Alzheimer’s disease, Down’s syndrome, spinal cord 
injuries and countless other conditions or injuries that 
																																																								
4	http://www.dcnz.org.nz/i-practise-in-new-zealand/dentists-and-dental-specialists/scopes-of-
practice/#Special-needs-dentistry-specialists. Accessed on the 30th of September 2015  
5http://www.dentalboard.gov.au/documents/default.aspx?record=WD10%2f87&dbid=AP&chksum=5h
r77jgW%2fEZootW6eXgkQw%3d%3d. Accessed on the 30th of September 2015. 
6 http://www.gdc-uk.org/Membersofpublic/Lookforaspecialist/Pages/default.aspx. Accessed on the 
30th of September 2015. 
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can make standard dental procedures more difficult 7. 
 
Special Care in Dentistry 
Association 
Special Care Dentistry is that branch of dentistry that 
provides oral care services for people with physical, 
medical, developmental, or cognitive conditions, which 
limit their ability to receive routine dental care 8. 
 
Joint Advisory Committee 
for Special Care Dentistry 
(JACSCD) 
The improvement of oral health of individuals and 
groups in society who have a physical, sensory, 
intellectual, mental, medical, emotional or social 
impairment or disability or, more often, a combination 
of number of these factors. (JACSCD 2003) 
 
Royal Australasian College 
of Dental Surgeon 
(RACDS) 
Special Needs Dentistry supports the oral health care 
needs of people with an intellectual disability, medical, 
physical, or psychiatric conditions that require special 
methods or techniques to prevent or treat oral health 
problems, or where such conditions necessitate special 





7  http://www.ada.org/en/Home-MouthHealthy/az-topics/s/special-needs.Accessed on the 30th of 
September 2015. 
8 http://www.scdaonline.org/?SCDADefinitions. Accessed on the 30th September 2015. 
9https://www.racds.org/RACDS2013/Education/SPD/RACDSNEW_Content/Education/Specialist_Den








Dental students have always been an excellent source of study samples for various 
dental research projects. There have been numerous studies that investigated Special 
Care Dentistry education in dental schools (Ahmad et al. 2014; Ahmad et al. 2015; 
Alkahtani et al. 2014; Glassman 2014; Humza Bin Saeed et al. 2012; Mac Giolla 
Phadraig et al. 2015; Marinelli et al. 1991). Most of these studies, however, focused 
on undergraduate dental programmes and their students.  
 
There is a plethora of studies shown that those who had clinical experience or been 
taught in Special Care Dentistry during their undergraduate years are more likely and 
willing to treat those who require Special Care Dentistry during their practising career 
(Alkahtani et al. 2014; Chavez et al. 2011; Dao et al. 2005; McQuistan et al. 2008; 
Subar et al. 2012; Wolff et al. 2004). Chavez and colleagues (2011) reported that 
those who valued their undergraduate Special Care Dentistry education tend to treat 
more complex and medically compromised patients in their future careers. However, 
the converse is true; those who did not have any training or teaching in Special Care 
Dentistry felt uncomfortable or unwilling to treat patients who have special needs 
(Ahmad et al. 2015; DeLucia and Davis 2009). In a study, Alkahtani and colleagues 
who investigated the differences between a Saudi Arabian dental school and an 
American dental school found that although both dental schools had didactic teaching 
in intellectual disabilities, they concluded that the American dental students were 
more amenable towards patients with special needs. They believed this was due to the 
requirement of American dental students to attend a one-week clinical experience 
programme in caring for adult patients with special needs. The authors further 
suggested both didactic teaching and clinical experience are essential to foster 
positive attitudes towards these patients. 
 
A recent study investigated the level of undergraduate Special Care Dentistry 
education between Malaysian and Australian dental schools (Ahmad et al. 2014). This 
survey reported that more than 83% of the Deans of these dental schools agreed that 
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Special Care Dentistry should be taught in the undergraduate dental programme. 
Moreover, there is a general consensus that there is a shortage of expertise to teach 
Special Care Dentistry (Ahmad et al. 2014). Approaching this from a different 
viewpoint, the same authors explored the educational experience of Malaysian dental 
students and found that half of the dental students perceived that the undergraduate 
Special Care Dentistry training is insufficient while almost all of the students felt 
Special Care Dentistry should be part of their curriculum. This notion is similarly 
reported by another study in Irish Universities (Yeaton et al. 2014). It was found that 
despite the Universities’ undergraduate curriculum having hands-on clinical training 
in Special Care Dentistry; it failed to instil confidence in their undergraduate students 
in providing Special Care Dentistry. Interestingly, the Irish students showed 
significant interest in learning Special Care Dentistry and emphasised that it should be 
part of their undergraduate curriculum (Yeaton et al. 2014).  
 
While the wealth of literature demonstrated that Special Care Dentistry education is 
much needed, the inconsistencies in Special Care Dentistry such as limited curriculum 
content, lack of expertise, and the discrepancies of vocational recognition as a dental 
discipline still remained at large (Ahmad et al. 2014; Faulks et al. 2012).  
 
Despite the challenges mentioned above, there have been some significant 
developments in the undergraduate and postgraduate curriculum for Special Care 
Dentistry, based on the International Classification of Functioning, Disability and 
Health  (ICF) by World Health Organization (WHO) (Dougall et al. 2013; Dougall et 
al. 2014b; World Health Organization 2001). The International Association for 
Disability and Oral Health (IADH), with the collaboration of an expert panel of 
Special Care dental specialists, educators and academics, produced a set of curriculum 
teaching outcomes for both undergraduate and postgraduate Special Care Dentistry 
programmes (Dougall et al. 2014a; Dougall et al. 2014b). These open-sourced 
documents allow dental education institutions to have a standardised framework for 





Many facets of health care, including dentistry have studied the attitudes towards the 
underserved and the vulnerable. An American study found that only about half of the 
dental students are willing to treat patients with disabilities after they graduate (Smith 
et al. 2006).  Since 2004, accreditation standards of the United States (U.S.) require 
all dental schools to teach Special Care Dentistry to their undergraduate (pre-doctoral) 
students (American Dental Association 2004). In the present time, all dental schools 
in the US have implemented a component of Special Care Dentistry in their pre-
doctoral dental programmes. In 2011, researchers explored behavioural intentions of 
dental students regarding treating patients requiring special care in the future since the 
implementation of the accreditation standards (Vainio et al. 2011). The study found 
that the students are more positive and feel more comfortable in treating patients 
requiring special care.  
 
Another American study investigated background and sociodemographic 
characteristics of dental students and how it correlates to their motivation of treating 
patients requiring special care (Baumeister et al. 2007). The authors found that factors 
such as family education background, social consciousness, and previous experience 
in interacting with vulnerable communities correlated to positive attitudes towards 
special needs populations. They further postulated that the dental students who had 
previous interactions with special needs populations in their lives (before entering into 
dental training) were more aware of disabilities, hence more comfortable treating 
patients requiring special care than those without any experience. In contrast, a recent 
Korean study investigated four dental schools’ dental students’ attitudes towards 
patients requiring special care and found their attitudes were more negative than their 
western counterparts (Lee et al. 2015a). While it did not investigate the students’ 
perception of Special Care Dentistry education, the authors suggested that it was due 
to negative cultural views towards people who have special needs requirements. 
 
Two separate studies showed that short-term Special Care dental programmes 
improved the attitudes of students towards patients requiring special care (Alkahtani 
et al. 2014; Mohebbi et al. 2014). However, Mohebbi and colleagues discovered that 
more than half of the students believed that only Special Care Dental Specialists 
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should be treating patients requiring special care and almost one-third of the students 
felt it should only be provided in hospitals. Nonetheless, another Irish study which 
evaluated the value of an undergraduate Special Care Dentistry programme found that 
there were no statistical differences (for better or worse) when comparing the attitudes 
of dental students before and after implementing the Special Care Dentistry 
component into their undergraduate programme (Mac Giolla Phadraig et al. 2015). 
Although they did not offer any explanation, the authors concluded that their results 
were unexpected because other studies that used the same validated psychometric 
instrument to measure attitudes towards disabilities had shown an overall 
improvement over time for nursing students, where their results on dental students did 
not. 
 
Although not specifically related to Special Care Dentistry, recent New Zealand 
studies have investigated dental student perceptions in various fields of dental 
education (Anderson et al. 2012; Foster Page et al. 2013; Kang et al. 2015; Murray 
and Chandler 2014; Tan et al. 2013). However, there are no known New Zealand 
studies to date that have investigated the experience, attitudes, and beliefs of dental 
students towards Special Care Dentistry. 
 
This body of evidence (or more lack of) strongly suggests the need for refocusing 
research interest in Special Care Dentistry and educating undergraduate dental 





Dental literature has established that dentists are reluctant to care for patients 
requiring special care, due to a number of factors. The type and amount of 
undergraduate training and clinical experiences seem to underpin the kind of patients 
they care for in their practising career (Dao et al. 2005). A study was conducted to 
ascertain the general dentists’ perception on Special Care Dentistry for children 
(Casamassimo et al. 2004). The study reported that older dentists, dentists in smaller 
communities and those who provide subsidised dental care are more likely to treat 
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patients who require special needs. Furthermore, those who have had more experience 
in providing care to patients requiring special care were less likely to consider the 
patient’s disability as a barrier to care and more willing to treat them. Another similar 
study reported that the participating dentists in Ireland had a low level of training in 
Special Care Dentistry but interestingly enough were shown to have high interest in 
learning Special Care Dentistry (Smith et al. 2010b). The authors postulated that there 
is a demand for Special Care dental education among general practitioners but lack 
they the opportunity or resource to learn, perhaps reflecting the limited career and 
training opportunities in their region. 
 
There has been some debate whether Special Care Dentistry should be taught in the 
undergraduate or the postgraduate dental programme (Thierer and Meyerowitz 2005). 
A comparison study was made between undergraduate (pre-doctoral) and 
postgraduate (post-doctoral) practise patterns in Special Care Dentistry (Subar et al. 
2012). This study found that those with postgraduate Special Care Dentistry training 
were more likely to work in the public sector (for example, in a hospital setting) and 
treated significantly more complex patients who require special needs. Interestingly, 
the postgraduate group already had significant experience in treating patients 
requiring special care before their pursuit of postgraduate training. The findings 
suggested that the clinical experience prior to their training has already set them on a 
path towards further postgraduate training. Conversely, those who work in private 
practice tend to see more medically compromised older patients if they had previous 
Special Care Dentistry experience (Subar et al. 2012). Chavez et al. also reported that 
dentists’ practising career reflected by their undergraduate clinical experience and 
training (Chavez et al. 2011). They found that those who valued their undergraduate 
experience in Special Care Dentistry are more likely to continue to treat patients 
requiring special care in their career. In a different perspective, a study investigated 
working experiences of dental house surgeons in New Zealand (Kim and Antoun 
2010). These new dental graduates worked as dental house surgeons in hospital dental 
departments all across New Zealand. These graduates felt their early involvement 
with public hospital dentistry prepared them well in areas such as Special Care 




More recently, a study examined the general dentists in Western Australia and their 
perception of Special Care Dentistry (Derbi and Borromeo 2016). Although the study 
found that more than one-third of their sample self-reported that they had some 
training in Special Care Dentistry in their undergraduate dental programme, it was 
reported only about half of the dentists felt they are ‘somewhat confident’ in 
managing patients who require special care. This study further reaffirms findings 
from other studies that those who had Special Care Dentistry training at 
undergraduate training are more likely to treat patients with special needs in their 
dental practice (Chavez et al. 2011; Dao et al. 2005). It is worthy to note that seven of 
their participants were graduates from New Zealand and they considered themselves 
‘somewhat confident’ with managing patients requiring special care. Although 
slightly ambiguous (and only a small proportion of New Zealand dentists), this study 
arguably indirectly gave a ‘sneak preview’ of the perception of New Zealand-




Barriers to dental care including clinicians’ attitudes towards special needs patients 
have been well reported in the literature (Gallagher and Fiske 2007; Scambler et al. 
2011; Smith et al. 2010b). Dentists acknowledged that their attitudes towards patients 
requiring special care are due to various factors including their training, experience, 
clinical setting, time and financial value, physical access, behavioural management 
and communication skills (Bindal et al. 2015; Smith et al. 2010b). On the other hand, 
a qualitative study investigated professional attitudes of dental staff (clinical and non-
clinical) that predominantly work with patients requiring special care (Scambler et al. 
2011). This study suggested that those who are well trained in Special Care Dentistry 
and had exposure to patients requiring special care understood the ethos of Special 
Care Dentistry, which in turn enabled them to overcome issues such as barriers and 
equality of access. An American study investigated general dentists’ undergraduate 
education in Special Care Dentistry and its patients (Dao et al. 2005). Although most 
of their respondents reported that they did not receive adequate training in Special 
Care Dentistry, those who self-reported that they had good exposure to Special Care 
Dentistry were more likely and willing to treat patients with special needs. 
Interestingly, it was also noted that those who like to treat patients requiring special 
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care would set up their private practices to be more accommodating for patients 
requiring special care, which reflects their positive attitude towards treating patients 
requiring special care. 
 
A quantitative study surveyed private dental practitioners in Malaysia and reported 
that more than 80% of the surveyed dentists were willing to treat these patients, but 
further scrutiny revealed that most of them only encountered less five patients 
requiring special care per month. More than half of them also experienced difficulties 
with behavioural management, limited specialist access, and insufficient training and 
expertise (Bindal et al. 2015). This study showed that, with the appropriate experience 
and training, dentists are willing to treat patients requiring special care. On the 
contrary, there is an argument that ‘willingness to treat’ and ‘desire to treat’ are two 
different matters at large (Ackerman 2013).  
 
There is a scarcity of research in New Zealand that has examined dentists’ perception 
of the professional beliefs and attitudes towards the vulnerable and the old (Antoun et 
al. 2008). Antoun and his colleagues explored the attitudes of New Zealand dentists 
towards oral care provision for older people. Although their research was invaluable, 
it revealed the rather bleak insight of dentists towards the above-mentioned 
population. They reported that only 10% of their respondents are willing to provide 
domiciliary visits for their patients. Although more than half of the dentists believed 
that it is within their scope of practice to treat older people, but also just over half of 
them felt that only specialists should treat those with complex health conditions. It is 
worth noting that about a quarter of them felt that there should be more attention 
towards education in Special Care Dentistry and Geriatric Dentistry (Antoun et al. 
2008). A review article on the ageing population stated that the number of Special 
Care Dentistry specialists is scarce and yet their service in demand due to the steadily 
ageing population (Thomson and Ma 2014). Given that there are only a small number 
of Special Care Dental Specialists and about one-quarter of New Zealand population 
declared to have some form of disability and may require Special Care Dentistry, this 
underpins the critical role of general dental practitioner to be competent and willing to 






Quantitative surveys are used to provide a snap shot of current perspectives. Recent 
studies of perception, attitudes and the understanding of Special Care Dentistry have 
been mostly quantitative studies (Ahmad et al. 2014; Ahmad et al. 2015; Dao et al. 
2005; Derbi and Borromeo 2016). Qualitative research explores social phenomena 
through the participants’ frame of reference to provide insight into perception, beliefs 
and attitudes, which quantitative studies may lack (Edmunds and Brown 2012). It 
allows researchers to ask the ‘how’, ‘why’ and ‘what’ in their research question. 
Using a qualitative approach in this area of study would complement the existing 
quantitative literature.  
 
Thomas (2006) proposed a general inductive approach method that allows a 
convenient method to analyse qualitative data without the constraints of other 
structured methodologies. The purpose of such approach allows the researchers to 
condense raw qualitative data into a summarised format, establishing relationships 
between the evaluated data and their research objectives. In addition, Thomas’s 
approach allows the development of a framework or theory regarding the data 
evaluated. Although it is considered different from the traditional qualitative 
methodology such as discourse analysis or phenomenology, the general inductive 
approach is used in health and social science research (Thomas 2006). 
 
The general inductive approach is suitable for this study because there were no prior 
assumptions or theories regarding the perspectives of the clinicians’ in Special Care 
Dentistry and it allows the researcher’s findings to emerge from repeating themes 
within the data and identifies any significant unanticipated (but important) findings.  
 
This study will enrich the current literature by obtaining a richer and in-depth 
understanding of an observed phenomenon—which in this case, the perspective is of 






Social studies research commonly use qualitative methods for research, which is 
valuable in understanding perspectives and insights of people in various issues and 
context. A number of dental studies have used qualitative methods to explore oral 
health issues in depth (Bedos et al. 2013; McKelvey et al. 2003; Smith and Thomson 
2017). Recently, Scambler and her colleagues (2011) explored the professional 
perspectives of patients requiring special care among dental staff. This approach 
highlighted the dental staff’s ethos on equality and barriers to patient care. Their study 
focused on the attitudes of staff that treat patients with disabilities in community 
clinics and hospitals. Using semi-structured interviews and focus groups, they were 
able to demonstrate their participants’ feelings towards patients with disabilities. The 
in-depth information showed an underlying ethos of care for patients with disabilities 
and explored the social aspects of disability and oral health. Furthermore, the authors 
were able to display how their participants approach patients requiring special care 
with dignity and respect and without judgement of their disabilities. Arguably, this is 
one of the strengths of qualitative studies, highlighting the social aspects of oral 
health care provision in patients requiring special care, in which quantitative studies 
are unable to do so.  
 
Closer to home, a study on Orthodontists provided a rare insight into their working 
lives and Orthodontic practice (Soma et al. 2012a; 2012b). There is a need for a 
similar exploration of Special Care Dentists, especially in their views on career 
pathways, education, older people, and service provision.  
 
Perhaps with the increase in the ageing population and people with disabilities, it is a 
crucial time to ascertain how Special Care Dentistry can play its role within New 




Although there is an increase in people with disabilities and an ageing population, 
research on these populations remains scarce and understudied especially in regards to 
oral health (Ministry of Health 2006; Statistics New Zealand 2013a). Moreover, most 
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of the available studies in the literature are quantitative studies that have explored 
perspectives and attitudes of dental students and general dentists towards Special Care 
Dentistry and patients with special needs.  
 
However, there is limited data on Special Care Dental Specialists’ perspectives on 
their professional vocation—certainly none of New Zealand. Little is known about the 
reasons behind the career choices made by these specialists. There is also a scarcity of 
evidence of the roles of Special Care Dentist within the medical and dental 
communities. Furthermore, this area of study has not been explored using a 
qualitative approach in New Zealand. This study seeks to address this gap in the 
literature.  
 
The objective of this qualitative research project is to utilise semi-structured 
interviews to explore dental clinicians’ views on the definition of Special Care 
Dentistry and how Special Care Dentistry impacts their careers, education, practise 




This qualitative investigation yielded various viewpoints on the discipline of Special 
Care Dentistry. It readdressed the limited literature on specialist’s perception of their 
roles as clinicians practising Special Care Dentistry and provided a better 
understanding of key issues such as attitudes and clinical challenges in caring for 
special needs patients. The common perspective helped synthesise new ways of 
understanding patient access to oral health care, patient ownership and workforce 
development.  
 
This study explored the clinicians’ views on current undergraduate and postgraduate 
education in Special Care Dentistry. Because most of these clinicians are not 
academics in the University of Otago School of Dentistry, this study provided 
invaluable ‘outside-in’ perspective on the current curriculum. Some of the clinicians 
who are recent graduates of the School of Dentistry shared their training experience 
and their recommendations on improving the current undergraduate and postgraduate 
programmes. 
 
In summary, this research enhanced previous work done in similar fields especially in 
the dental education of Special Care Dentistry. The findings provided new 
perspectives on the role of a Special Care Dentist and its implications for oral health 
care of communities who require Special Care Dentistry. In addition, this also gave a 








The number of participants selected was determined by the number of dentists 
registered with the DCNZ as a ‘Special Needs Dental Specialist’ and meeting the 
criterion that they are or had been practising under the vocational scope of Special 
Care Dentistry in New Zealand (Figure 1). The DCNZ website was searched using the 
key words ‘Special Needs Dentist’ or ‘Special Needs Specialist, and ten specialists 
were identified10. However, at the time of selection process, it was known that only 
nine out of the ten specialists had been working or actively working as a Special Care 
Dental Specialist in New Zealand. 
 
Two dentists who are known to the researchers to practise Special Care Dentistry (one 
from North Island and another from the South Island) were also selected to take part 
and included in the list of participants. One of these two is a registered specialist in 
Dental Public Health (Master in Community Dentistry). The selection of the two 
general dentists who predominantly practise Special Care Dentistry allowed some 
comparison of Special Care Dentists from the viewpoints of general dentists. 
 
Eleven participants were finally selected for interviews. Their names, qualifications 
and current contact details were obtained from the DCNZ register (Figure 1). 
 
																																																								
10	‘Special Needs’ was used here as a search key word because New Zealand identifies ‘Special Care 
Dentistry’ as ‘Special Needs Dentistry’ 
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Figure 1. Selection process for interviews.11,12 
  
																																																								
11 Excluded one specialist, as they had not been practising in New Zealand. 



















The participants were approached in various ways, including email and telephone. 
They were informed about the objectives and the overall structure of the interviews. 
An information sheet and consent form were emailed, and all acknowledged receiving 
them and consenting to be part of the study (Appendix C). Each participant was given 
enough time and opportunity before the recorded interview to ask questions or voice 
any concerns. Participants were informed that all efforts would be made to render 
their interviews anonymous and their privacy preserved. All participants again 




An interview guide was used to list domains to be explored during the interviews 
(Figure 2). The interview guide allowed the interviewer to maintain consistency by 
having the same lines of inquiry during each interview. The guide comprised a 
framework of questions concerning the profession itself, along with topics on 
specialist qualifications, definitions, and the workforce, along with perceptions of the 
specialty and barriers to entry. The guide also included common themes drawn from a 
comprehensive search of the international literature featuring the specialty of Special 
Needs/Care Dentistry (Ahmad et al. 2014; Ahmad et al. 2015; Derbi and Borromeo 


























Once each participant had been contacted and an appointment time set at the 
convenience of the participant, a single interviewer (LC) 13 conducted the interviews. 
In all, the eleven semi-structured interviews were carried out over the course of four 
months (April to July 2016). Interviews were conducted by face-to-face interviews, 
audio-video conferencing services (Skype™, FaceTime™) or by phone. A second 
audio recording device was used simultaneously as a contingency plan to cover the 
failure of the primary recorder.  
 
Five interviews were conducted via audio-video conferencing services (Skype™, 
FaceTime™) and recorded on a digital audio recording device. Three of the 
interviews were conducted as face-to-face interviews, while the remaining three were 
held over the phone.  
 
The interviews were conducted using a semi-structured approach with open-ended 
questions, while maintaining a non-leading manner, allowing participants to answer 
freely. Follow-up questions were used when required to maintain dialogue and pursue 




The primary interviewer assessed the audio recording for sound quality before the 
transcription phase of the audio recordings. Raw audio recordings were then collected 
and sent to a contracted professional transcribing service, where the data were then 
transcribed verbatim over the course of a month. The returned raw transcribed data 
was then prepared for data cleaning. This process involved de-identification of any 
personal identifying information. The transcription format were also standardised for 
ease of close reading. Transcription data were crosschecked with raw audio 
recordings for amendments and accuracy. All transcribed data files were also backed 





Each of the transcribed interviews was sent to each of the corresponding participants 
via email for member checking. Each participant was allowed to authenticate and 
verify the accuracy of his or her interview data. Each participant was given ample 




A simple coding system was used to preserve anonymity and confidentiality, whereby 
each participant was assigned a number (for example, interview 1). Each assigned 
number was recorded on the corresponding master sheet and used only for this study. 
Each interviewee’s transcribed data were also annotated with the assigned number for 
identification purposes. Excerpts and quotes used in the results reporting are 
referenced only with each participant’s designated number. The master sheet contains 
the names of participants, code number assigned, qualifications, age, sex, contact 
details, years of practice, practising region, and year of graduation from both 
undergraduate and postgraduate qualifications. 
 
The interview transcripts were de-identified by means of removal of personal details 
such as names and reference to other named persons or identifying places. For each 
interview transcript, the interviewer and interviewee were simply designated as ‘A’ 
and ‘B’14. To distinguish among interviews, the transcript was assigned a unique 
number that has been pre-designated for each participant (for example, [P7] for 
participant number 7). The audio-recording data and transcribed data were stored in a 




A general inductive approach was used to analyse the transcribed data thematically 
(Thomas 2006). This allowed most important emerging themes to be identified from 
the data. A single researcher (LC) was designated to analyse the data to allow early 
analysis of data at each subsequent interviews conducted. The initial process involved 
several close readings of the prepared transcribed text. This allowed the reader to gain 
																																																								
14 A: Interviewer. B: Participant 
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a general understanding of and familiarisation with the text. Multiple rereads were 
done over the course of 2 months while emerging themes were identified. 
 
Repetitive occurring themes led to the creation of specific broad categories. The 
theory building of the presentation of findings was limited to the most significant 
categories (Thomas 2006). These categories identified generalised themes as a 
collective phrase, which then encompassed lower sub-categories. In each of these 
major themes, data were systematically allocated with initial codes. Coded segments 
of the data were then collated under each emerging theme. These data segments were 
then crosschecked within each theme for refinement, by checking their relation to the 
coded data that were assigned to them. Emerging subtopics were also identified under 
each theme, including those with contrasting views and outlying insights. Links 
between themes were identified and established. Excerpts were selected to support the 
core of the themes and their subthemes. Themes were then named and defined. 
 
A working theoretical framework was then constructed to illustrate the themes that 





According to University of Otago policies on Ethics Practices in Research and 
Teaching, this study fell under the category of University of Otago Human Ethics 
Committee (UOHEC) due to the involvement of human participants. Ethical approval 
was granted (Ethics Ref: 15/140; Appendix D).  
 
Māori consultation was sought from Ngāi Tahu Research Consultation Committee 
and written support was obtained (Appendix A).  
 
Funding for the research was provided through a grant-in-aid from the Ministry of 





The data analysis identified three broad themes: the profession, interprofessional 
interactions, and the issues in Special Care Dentistry (Figure 3). Under each of 




Eleven dentists, seven males and four females, participated in this study (Table 2). 
Nine identified themselves as European Caucasians while two identified as Asians. At 
least six of the participants hold one Fellowship of the Royal College of Dental 
Surgeons (Australasian, Glasgow or Edinburgh). Nine participants had received their 
undergraduate dental training from University of Otago while the remaining two were 
trained in the UK. However, only five of the participants received their specialist 




Figure 3 The broad themes identified and its subcategories. 
  
The Profession (4.2) 
• Training and Career Pathways 
• Definitions 
• Skills, Roles and Ethos 
Issues in Special Care Dentistry (4.4) 
• Education 
• Older people’s Oral Health 




Table 2 Summary data on participant's characteristics. 
Characteristics Number  
Sex   
  Male 7 
  Female 4 
  
Age range  
  30-39 1 
  40-49 2 
  50-59 5 
  60 and above15 3 
  Workplace 
   University institution 2 
  DHB 5 
  Full time private practice 0 
  DHB and private practice 4 
  
Experience as specialist clinician 
Years 
   0 to 5 0 
  6 to 15 1 
  16 to 30 5 
  31 or more 5 
  
 Practice before qualified as specialist 
Years 
   0 to 10 2 
  11 to 20 7 










Special Care Dentistry is recognised as a dental specialty in New Zealand. Specialist 
clinicians are required to have attained at least a postgraduate qualification that is 
equivalent to a Masters or Doctoral level degree in Special Care Dentistry at a tertiary 
institution that is accredited by the DCNZ or the Dental Board of Australia (Dental 
Council of New Zealand 2017). In addition, through Trans-Tasman Mutual 
Recognition16, Special Care Dentists who are recognised as dental specialists in 
Australia are also designated as such in New Zealand. 
 
Dental practitioners (both specialists and non-specialists) chose to practise Special 
Care Dentistry for a variety of reasons, such as preference to work in a team 
environment, career satisfaction, and the unique patient group for which it caters. 
However, their career choices have their challenges and barriers. During training, 
most of them had to leave their employment while needing to support families. There 
was also uncertainty about employment availability after qualification as a specialist, 




Despite the variation in age and the number of years practising as Special Care 
Dentists, there are some common characteristics of the participants. Their careers 
before specialisation were diverse, in that most were previously involved in 
community-based clinics, dental outreach programmes, military, or working overseas. 
However, at one point or another, all participants had been employed in private 
practice as general dentists. While taking into consideration their working experience, 
patient groups, and workplaces, one key factor was their early exposure to patients 
requiring special care in their career. The early exposure to patients requiring special 
care perhaps was a key factor in their choice of vocational specialty. 
 
																																																								
16	The Trans-Tasman Mutual Recognition Act 1997 is a law in New Zealand and Australia that 
recognises the principles of goods and occupation. For example, a dentist registered in New Zealand is 




Most participants started their dental career working in a hospital environment. They 
attributed their choice of career pathway to their early exposure to Special Care 
Dentistry, almost exclusively referring to their first professional employment as dental 
house surgeons in hospital dental departments after graduation. They also expressed 
how much they enjoyed working in the hospital setting as a dental house surgeon, 
both in New Zealand and overseas, as one reflected their time as dental house 
surgeons: “I loved it and pretty much from the year I graduated, I worked at the 
hospital as a house surgeon. It was something that I thought I really wanted to do and 
I went back for the second year.” [P5]  
 
In New Zealand, dentists working in DHB hospitals have a broad range of roles 
within respective dental departments. These include the management of oral and 
maxillofacial trauma and infection, providing emergency relief of pain, and delivering 
oral health care for those who require Special Care Dentistry. The participants who 
enjoyed their working experience (especially in their early years as house surgeons) 
gained a range of clinical experiences. One participant remarked how much they 
enjoyed their work that they continued to pursue hospital appointments to remain 
working in hospitals:  
 
“I enjoyed it so much, I went into a couple of hospital jobs, and I did two years of 
hospital jobs in Oral and Maxillofacial Surgery. I was a house officer then a senior 
house officer in the UK, so which gave me a huge experience of treating medically 
compromised patients in the hospital departments.” [P3]  
 
When asked what they most enjoyed about working in the hospital, the majority 
highlighted the variety of patients and in the dentistry involved. One commented that 
the patient groups in the hospital setting often present with a wide range of medical 
conditions and thus require the Special Care Dentistry approach: 
 
“Working in the hospital is always quite varied. For inpatients, cardiac patients work 
up for valve replacement. I do quite a lot of head and neck cancer patients get them 
ready for radiotherapy and the chemotherapy patients beforehand. Transplant 
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patients, you know just getting them dentally fit for their procedures and things. And 
if there’s space and we’re not over too busy with the in-patients, we see the 
(intellectually disabled) patients and mentally compromised patients, and see low-
income patients.” [P10] 
 
Over time, they have amassed clinical experience from a wide range of patients and 
clinical scenarios. In their early career years, they felt their colleagues and consultants 
at the hospital mentored and supported them well. One participant believed that this 
guided them towards Special Care Dentistry: 
 
“So (mentorship) actually played a big part of my of career pathway really. So, I 
spent two years as a house surgeon and then I really enjoyed Hospital Dentistry sort 
of thing and having good mentors (who were Special Care Dentists) at the time. They 
helped me along and it is very rewarding, yeah.” [P1] 
 
In private practice, even in a group practice, dentists would not have encountered this 
type of diversified clinical experience of Special Care Dentistry. Hospital clinical 
experience is unique in its own right. Dentists working in a hospital environment in 
New Zealand—dental house surgeons and senior dentists—are often working in a 
dynamic environment, gaining a broad range of clinical experience from Oral and 
Maxillofacial Trauma to Paediatric Dentistry, and of course Special Care Dentistry 
(Kim and Antoun 2010). In some ways, this creates a general dentist with a varied 
skillset which some may view as the beginnings of a Special Care Dentist. Their early 
career work experience as dental house surgeons perhaps has directed them towards 




Interestingly, none of the participants commenced their postgraduate training until 
they had had some years of clinical experience, with an average of about 15 years 
working first as a general dentist. There are some possible explanations for this. When 
they entered their specialisation training, the participants reported that they were 
competent in their clinical skills and well rounded in all aspects of dentistry, 
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particularly Oral Surgery. They had honed these skills from their years of wide 
clinical experience. Subsequently, those who entered postgraduate studies in Special 
Care Dentistry were confident and proficient in their clinical dentistry skills, which 
allowed them to focus on Special Care Dentistry rather than having to hone their 
clinical skills first. Anecdotally, this may be true for New-Zealand-trained Special 
Care Dentists, but it may not apply to overseas-trained specialists. It is possible to 
consider the participants who are mature students may approach their training 
differently. Their confidence in their clinical skills may also enhance their confidence 
with patients requiring special care during their postgraduate training. 
  
Through years of clinical practice, participants would have gained life experience as 
people and as clinicians. They would have met people of all ages from all walks of 
life, in both the clinical setting and in their social life. One participant commented: “I 
don’t think people should start specialist training in Special Needs (Care) Dentistry 
until they’ve been through it for a bit and I think they’re setting themselves up really 
to be very very unhappy about what they’re trying to do (if starting postgraduate 
training in their early career). I think you get better at people reading and better at 
thinking at ‘big picture view’.” [P9] Participants with their life experience and time 
may have naturally become more adept at communicating with people, and 
establishing rapport more easily; this is an essential element of Special Care 
Dentistry. Being ‘seasoned’ clinicians, they might approach patients differently where 
over time they become more holistic rather than focusing on the ‘teeth’ of the patient.  
 
Some participants, especially those who graduated during the period from the 1970s 
to the 1990s, commented that there was no career pathway for Special Care Dentistry 
in the early years of their career: “The first year I graduated and at that time, they 
had no Special Needs training pathway but they were discussing it at the hospital 
conference.” [P5] Even though there was significant interest in Special Care 
Dentistry, there was simply no established pathway for specialisation or advancement 
during those times. As a result, some of the participants were part of the ‘pioneering’ 
group of clinicians who were the first generation of recognised Special Care Dental 
Specialists. It was during the late 1990s to early 2000s that accredited postgraduate 
courses for Special Care Dentistry emerged, particularly in New Zealand and the UK 
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(British Society for Disability and Oral Health 2003; Chalmers 2001). However, there 
was a political setback, whereby the Faculty of Dentistry of University of Otago 
failed to obtain accreditation for its Master of Dental Surgery (Hospital Dentistry)17 in 
2000 (Punshon 2015). As a result, it rendered the postgraduate course unavailable for 
a number of years, which explained in part why some of the participants delayed their 
specialty training in Special Care Dentistry to later in their career. Most participants 
applied to train only when the postgraduate course was established again, or at least 
recognised as a specialty by the DCNZ. Additionally, these participants possibly 
could not initiate their training early because they needed to accumulate sufficient 
savings to fund their postgraduate tuition and expenses during training (New Zealand 
Dental Association 2006). They knowingly probably surmised that their career after 
training would be based mostly in public practice especially when private practice is 
perceived to be more lucrative. There is also the possibility that some participants 
may have had student loans for their undergraduate degree and had been required to 





Another background characteristic of the participants is that at some point in their 
career (although usually earlier in their career), they have ventured out of New 
Zealand for ‘Overseas Experience’, working as a dentist. In this study’s sample, most 
of the New Zealand graduates who went overseas had graduated before 200118. This 
perhaps reflects the heyday of dentists travelling overseas for experience in the 1980s 
where a significant portion of New Zealand dental graduates would travel overseas to 
work (particularly in the United Kingdom and Australia). A New Zealand study 
investigated working and travelling experience in dental graduates and reported that 
58.4% of their sample had practised overseas, with those who had graduated before 
the year 2001 more likely to have worked in the UK in particular (Wong et al. 2006). 
However, the study sampled only practising general dental practitioners in the year 
2005, and arguably this may not be a true reflection of ‘overseas experience’ among 
																																																								
17 During this period, the ‘Hospital Dentistry’ specialty was the predecessor to ‘Special Care 
Dentistry’. The specialty of ‘Special Care Dentistry’ was not recognised in the year 2000. 
18 In 2001, The UK General Dental Council began its registration requirement for all New Zealand and 
Australia dental graduates to undertake the International Qualifying Examination (IQE). 
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those who pursued specialist training. The working experience of some of the 
participants in this thesis is consistent with the study mentioned. 
As part of their overseas experience, two of the participants were involved in 
providing dental outreach services through the New Zealand Defence Force (NZDF) 
in various countries such as Singapore, Malaysia, Papua New Guinea, and Pacific 
Islands. One participant attributed their opportunity for training in hospital dentistry 
in the UK to their service in the NZDF, who funded their postgraduate study. 
 
Most participants travelled to the UK for their overseas experience. Participants found 
their overseas experience to be beneficial to their overall career and perhaps to have 
played a part in their choosing Special Care Dentistry as a career. Apart from working 
in private practice, participants also involved themselves in institution-based practice 
such as the hospital or community-based clinics where they are salaried dentists. 
These environments provided them with a diverse scope of patients. This early 
exposure to Special Care Dentistry overseas allowed clinicians to develop a wide 
spectrum of skills and clinical experience with various patient groups, as one shared 
their experience:  
 
“I went to work in England for about three and a half years. In England, I worked in 
public health and their national health system, kind of in their community clinics at 
the primary care trust, that sort of thing, not the larger hospital sort of stuff but just 
the routine care for children and adults with kind of special needs and medical 
problems. I always wanted to do Special Care Dentistry.” [P5]  
 
In the UK, the National Health Service (NHS) provided subsidised dental care 
services to all of their citizens, including patients requiring special care. To meet the 
demands for oral health services in the population, the NHS structured oral health 
services in community-based clinics and hospital dental departments. Especially in 
tertiary or quaternary level hospitals, dentists who work in these areas would be 
exposed to high-level specialist dentistry, while treating patients with complex 
medical and social histories.  
 
As mentioned, participants who went overseas not only gained experience working in 
larger health systems such as the NHS but they also had opportunities to be exposed 
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to complex patients with specialised dental needs, treating patients in a team-based 
environment. This perhaps ‘opened their eyes’ to the world of Special Care Dentistry. 
Dentists who work in publicly funded dental departments are aware of the increasing 
demand for Special Care Dentistry as the population who require special needs are 
growing and surviving longer despite their disabilities and medical conditions 
(Gallagher and Fiske 2007). One participant believed that there was a ‘call’ for the 
specialty in New Zealand and felt that there “was an area of a vacuum (in Special 
Care Dentistry), so felt that was an area of service need.” [P8] 
 
There is also the possibility that some of these participants favoured working overseas 
because of the potentially higher earnings elsewhere at that time. The favourable 
exchange rates (such as in the UK) would finance their travelling and living expenses, 
while being able to service their New Zealand student loans (New Zealand Dental 
Association 2006). 
 
It appears that working overseas was a ‘rite of passage’ for these participants 
(although not exclusive to Special Care Dental Specialists). They chose to work 
overseas to gain experience in different clinical settings and health care systems or 
simply gaining ‘life experience’ through living in various countries. Nonetheless, it 
seems to have been an important part of the participants’ career journey before 
returning to New Zealand to settle and live (either as a specialist or to pursue a career 




When working with patients requiring special needs in a hospital setting, dentists have 
to crucially consider the medical background of the patient before providing dental 
care. Accordingly, gaining medical experience and knowledge is a core component of 
a Special Care Dentist. Some participants viewed this area of dentistry to be an 




“During my time at Dental School, I had a plan for graduation which I didn’t stick to. 
The plan was to go into a hospital for one or two years to find out about how I could 
best look after people with medical problems because my intuition told me that if I did 
that, then I’d be able to provide better care in general practice.” [P7] 
 
Dentists working in a hospital without any formal postgraduate specialist 
qualifications are usually recognised only as general dentists. However, dentists who 
have spent a significant number of years working in the hospital naturally become 
more adept in Special Care Dentistry. Some of the participants in this study chose to 
specialise and gain recognition for their expertise in Special Care Dentistry. One 
participant stated: “I took it up as a challenge. It was also full recognition for the 
work we’ve done over the last twelve years.” [P4] By gaining specialist recognition, 
these clinicians are also upgraded from the Senior Medical Officer Salary Scale to the 
Specialist Consultant Salary Scale, which overall has higher salary increment steps. 
Participants considered this a significant incentive to specialise in particular for those 
likely to remain working in DHB hospitals for the longer term.  
 
One participant stated that one of the factors that led them to work in the public health 
system (such as DHB hospitals) was the social responsibility he felt for his patients:  
 
“I always felt guilty about charging so much (for private patients) and I enjoyed 
working with Special Care patients. That’s how I got into it. The cost of private 
industry was probably quite major for me. I would say its very satisfying work. It’s 
just the rewarding aspect of it is good and yeah if you work in a DHB, the pay’s still 
very good.” [P10]  
 
There was a palpable sense of social conscience among all the participants. Working 
in the public health system meant that they are working as salaried dentists, which 
allowed them to focus on patient care, rather than becoming entangled by the 





Dental practitioners who are interested in pursuing a career in Special Care Dentistry 
have rather definitive but limited pathways. One participant explained although 
different pathways are available to pursue Special Care Dentistry, there were various 
barriers, such as the small number of house surgeon positions within New Zealand 




Dental house surgeon positions in New Zealand are usually hospital-based positions 
with a fixed-term contract, with a variation of one or two years of employment. These 
positions are often given priority to new dental graduates who apply. These 
employment positions offer mentorship and clinical experience as dental departments 
are usually led by various dental specialists and experienced general dentists. This 
provides a unique learning experience for new graduates because it is often viewed as 
an attractive and supportive way to gain clinical experience especially in the fields of 
Hospital Dentistry, Special Care Dentistry, Oral Medicine, Paediatric Dentistry, and 
Oral and Maxillofacial Surgery. These jobs are highly sought-after by new dental 
graduates and are extremely competitive. 
 
Unfortunately, there are limited career pathways for new graduates who wish to 
remain working in the hospital setting, especially if they have particular interests in 
Special Care Dentistry. As mentioned, DHBs employ dental house surgeons in New 
Zealand on fixed-term contracts. As a result, it allows house surgeon job positions to 
be re-advertised each year, giving opportunities to new dental graduates. Each DHB 
employs only a fixed number of house surgeons each year, as one participant 
illustrated: 
 
 “At the moment, you can graduate from the Dental School and go to a house surgeon 
post but you know there’s less than half the class actually get the opportunity to do 
that and it depends on how many house surgeons are staying on from the previous 
year so there may only be a few postings available.” [P7]  
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It is also uncommon for dental house surgeons to remain within the employment of 
the hospital for a longer term since most of their contracts are fixed to a maximum of 
two years. Moreover, these dentists with recent hospital experience tend to migrate 
into the private practice sector or pursue specialist training (Kim and Antoun 2010). 
One participant remarked that he was ‘lucky’ that in his career pathway in Special 
Care Dentistry, due to circumstances during his employment that he was offered a 
permanent position as a dentist in the hospital. He attributed his vast clinical 
experience and knowledge to this experience: “I became a house surgeon, senior 
house surgeon and then I got offered a job as a registrar to come back for the third 
year and really fell in love with hospital dentistry.” [P7] His use of term ‘lucky’ 
infers that he felt his career opportunities were by chance, underlining the assertion 





Within the New Zealand public health system, DHBs employ some salaried general 
dentists (non-dental house surgeons) to work in hospitals and community dental 
clinics, providing oral health services to a wide range of patients, including patients 
requiring special care. Most of those dentists are employed by the Association of 
Salaried Medical Specialists (ASMS) Senior Medical/Dental Officer contract, with a 
stepwise remuneration salary scale. A participant who is a general dentist working in 
a hospital illustrated a potential pathway for a general dentist to practise Special Care 
Dentistry without specialising: 
 
“I suppose if you’re like me (a general dentist), there’s probably a number of us out 
there. The career pathway is probably still there, you come in as a dental house 
surgeon and possibly stay on right through or you know get a couple of years 
experience overseas or in private practice. Then come back as a senior registrar or 
even on the senior pay scale like year four or whatever it is and then you can just go 
through that scale there which I’ve done.” [P10] 
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The mentioned pathway is common for general dentists who prefer to remain working 
in DHB hospital dental departments in New Zealand. Unlike the fixed-term dental 
house surgeon contracts, DHBs offer these general dentists permanent employment 
contracts, which may be in part-time or full-time positions. Those working part-time 
tend to supplement their income and work variety in a private practice. The same 
participant [P10] remarked: “It’s not a bad way to do it and then you just pick up 
experience as you go. If you’ve got some senior clinicians who have been there a 
while you know they can help you out.” [P10] It is viewed as an advantage to be 
working in a team environment, where general dentists can provide Special Care 
Dentistry for patients while enjoying clinical support from other specialists. 
Moreover, general dentists have collegial support not only from their dental specialist 
colleagues but also from medical specialists within the hospital. Medical support as 
such is invaluable when it comes to treating patients with complex medical histories. 
However, several participants also indicated that not all DHB dental departments have 
the same priorities for Special Care Dentistry, as participant [P10] further illustrated: 
 
“ If you wanted to have a career in Special Care (Dentistry) without actually having 
to specialise, you’d choose a particular DHB that has those unofficial career 
pathways. I don’t know if there is that many career paths within New Zealand health 
system. But then if you’ve gone through the house surgeon years, you’ve got to be 
working in a suitable hospital that would help (you gain experience).” [P10] 
 
General dentists who are employed in DHBs have significant advantages. They can 
enjoy the employment benefits of their salaried position like other dental specialists 
while being able to practise Special Care Dentistry (without going through the toils of 
specialising). The current employment contracts of senior medical doctors and 
dentists (both specialists and non-specialists) shared the same level of benefits 
regarding annual and sick leave, Continual Medical Education (CME) funding, and 
study conference leave. The only apparent difference between a specialist and a non-
specialist clinician is the salary scale. 
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These permanent positions are few and far between (New Zealand Dental Association 
2006). Furthermore, general dentists who have permanent employment have to 
consider abandoning their jobs and livelihood if they decided to pursue a specialist 
qualification, with no guarantee of job security on completion of training. Likewise, 
the participants were also aware that each DHB dental department functions 
differently in service provision and the types of patients seen. The function of a 
hospital is dependent on the level of hospital care required (for example, secondary 
level hospital versus tertiary level hospital) and the service specifications of the unit 
(Ministry of Health 2017). In regards to Special Care Dentistry services, DHBs may 
not only have different service priorities but also differ in how the services are 
delivered. 
 
As mentioned by the participants, general dentists who like to have a career in Special 
Care Dentistry through ‘unofficial pathways’ may need to acquire ‘inside knowledge’ 
on how a given DHB dental department functions. As one participant gave an 
example: “For instance, (in) a dental unit that focuses on trauma management, you 
probably wouldn’t get much of Special Care Dentistry. So depending on which DHB 
and you would have had that from day one, one would hope. So I suppose you need to 
look at the different DHBs and the units that they’ve got and how they operate.” 
[P10] Indirectly, this highlights two possible consequences: (1) there are 
inconsistencies in service specifications among DHBs, leading to variations in Special 
Care Dentistry service provision; and (2) the variability means that clinical exposure 
and career opportunities in Special Care Dentistry are limited for general dentists who 
work in the hospital setting. 
 
Despite the limitations and the barriers, the participants stated that the general dentists 
in their workplace enjoyed treating patients requiring special care and continued to 
remain working in the hospital setting, as one remarked: 
 
“There are quite a few Dentists up here at the hospital here. Well most of them are 
now full-time. My hospital employs two dental house surgeons, four or five 
community dentists who are working in the hospital but also doing community work. 
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Some of these guys have been in the hospital or community for so many years. I think 




The participants had a range of seven to twenty five years of clinical experience 
before training for specialisation. Each of the participants’ career pathways had their 
own unique trials and sacrifices, including relocating their families, financial setbacks 
and job insecurities, and simply the challenge of returning to a student lifestyle and 
studying. 
 
Currently, the level of postgraduate education in clinical dentistry is considered 
equivalent to a doctorate-level qualification. Most participants had a substantial 
number of years without studying prior to entering their specialist training and felt 
that it was hard returning to pursue higher education. Being a slightly more mature 
student, the participants perceived postgraduate studying to be more challenging and 
requiring more time to learn. As one participant commented:  
 
“I had been out of University for seven years so going back and studying, I did it very 
slowly because I thought I’m not as young as I used to be and I’m not going to absorb 
this quickly and I also don’t do late nights or anything like that very well.” [P5] She 
also had to compensate with alternative ways of studying: “I started studying in July 
for the exams in December and I had no life, oh I gave myself Friday nights off. You’d 




Participants admitted that reverting to student life was challenging in its own right. 
Most had to juggle their studies while having to balance family and work 
commitments. However, participants attributed their success in their career from their 
much-needed family support, as one participant commented: 
“I had a very supportive husband, I think he actually relished the fact that I wasn’t 
there because he absolutely loved the fact that you know, on the weekend I would do 
four hours worth of study on a Saturday morning while he was doing his kayaking. I 
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don’t know how I did it but he did a lot of multi-sport events and I remember sitting in 
the car studying for exams while travelling all over the country to assist him.” [P5] 
Some participants reported that they were parents of young children during their 
training. They reflected that it was not easy, but they somehow coped with managing 
their study while bringing up their children. One participant recollected how she 
managed her studies when she had young children: 
  
“I mean it was pretty tiring I suppose but my children were actually very good so they 
were good and I remember my six-years-old was particularly good. I mean she was 
an amazing child, she would sit opposite me at the table while I studied and she would 
not interrupt me, she would be doing her writing and drawing and whatever she was 
doing and she didn’t interrupt me.” [P3] 
 
It was a trying time for most participants because their postgraduate training put stress 
on family dynamics, especially those with young children. Some felt that they had to 
sacrifice their time with their growing family. For some, it resulted in guilt and 
perhaps affected their relationship with their family, as the participant [P3] 
commented: 
 
 “I feel guilty about being away but she now says that I’m a fantastic role model 
because I worked hard. She is now just qualifying in law and languages but I’m really 
pleased to hear that because she never said that before. I didn’t know; we get on very 
well but for her to actually say that, that she was glad that I did all that because it 
was really hard.” [P3]  
 
In contrast, one participant did not pursue further training because he felt it placed too 
much pressure on his family during his time: “To get back in, by then I think I had a 
young family so I thought no didn’t bother. You could go through the College. I didn’t 
take that up because with a young family I thought it’s too much with a young 
family.” [P10] This reflected one of the many challenges of pursuing specialty 
training late in a career especially when they have their family and mortgages to 
consider as well. Some participants uprooted their families and relocated as part of 
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their training. Consequently, it placed more domains of stress on the family; these 
might include the cost of living (without a steady income while paying tuition fees), 
education for their children, relocation costs and looking for a new home in which to 
live while studying. One participant recalled his time during training: 
 
“Yeah it's, it’s pretty demanding I guess, making that decision to actually move away 
from Auckland. I took the whole family down at the time. We had one son, he was only 
three at the time, and we had our second child in Dunedin. Yeah, so it was a bit of a 
demanding or challenging time.” [P1] 
 
Pursuing a career while having a family at the same time is hardly perceived to be 
stress-free. The balancing act between spending time with the family while managing 
postgraduate studies certainly tested the coping abilities of the participants. 
Participants had to adapt and compromise to cope with the dynamics of family life 
and student life. Although it was challenging to all, none of the participants perceived 
that having a family was detrimental to their training and career. In fact, most 
expressively acknowledged the support particularly from their spouses and immediate 
family, who provided them with moral support and helped to raise their children 




Reflecting on their career, undergoing training was a challenging time for most 
because they had to compromise their financial stability. Some participants had to 
resign from their employment (and for some, sell or restructure their businesses) and 
had to forgo income during their training. While pursuing their career (locally and 
overseas), they had no guarantee of returning to a secured employment after specialist 
training. They had to fund their own postgraduate education while shouldering a 
financial setback (without a source of income) and supporting their own family. 
Those who had trained overseas particularly highlighted this fact. Some had resorted 
to working part-time as a general dentist in their busy schedule of training to 
supplement their livelihood during their postgraduate training, as one participant 
reminisced her time while training overseas: 
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“It was incredibly expensive so I had no funding at all. I had to resign from my job at 
the DHB. I had no guarantee of a job when we came back to New Zealand. The very 
difficult things were money and having to leave the country and having to quit my job 
but the positive (side) was that we had this amazing accommodation and supportive 
environment. I had to work to cover the fee so the job at the Camden Community was 
able to cover the fees but not the childcare.” [P8] 
 
In New Zealand, postgraduate dental specialist students are usually required to be 
full-time students at the Faculty of Dentistry in Dunedin. However, some participants 
(particularly the recent graduates) were able to remain employed by their DHB while 
undertaking postgraduate training by distance learning, hence allowing them to have a 
steady source of income and retained their Continual Medical Education (CME) 
funding and paid study leave. This funding is allocated annually and to be used for 
educational purposes. The participants were able to mitigate part of the cost of their 
tuition fees through using their CME entitlement and utilised their study leave. Using 
their CME fund certainly alleviated some of the financial burdens of postgraduate 
studies, and being employed guaranteed a secure income. One participant appreciated 
this benefit of working in the DHB: “Financially it was made possible by the DHB for 
me to use my ongoing education and CME funds to actually help fund and take time 
away from work.” [P5] However, this also meant they had to compromise between 
their work in their respective DHB and their postgraduate study, which added another 




In New Zealand, the growth in the number of Special Care Dentists can be easily 
considered one of the slowest among the dental specialties. Since 1999, only seven 
Special Care Dentists have graduated from the Faculty of Dentistry at the University 
of Otago, with two of these being overseas students who have since returned to their 
home countries. The other participants in this study had either trained overseas or 
pursued their specialty through the Royal Australasian College of Dental Surgeons 
(RACDS). A recent workforce analysis report of New Zealand dentists between 2011 
and 2012, no active postgraduate students were studying Special Care Dentistry while 
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other postgraduate courses (such as orthodontics and prosthodontics) had at least four 
candidates each (Broadbent 2016). However, it is worth noting at the time this study 
was conducted, there were three postgraduate trainees in Special Care Dentistry. It 
may be that Special Care Dentistry is not as ‘popular’ as other dental specialty 
training. Participants admitted that various barriers could deter their colleagues from 
entering Special Care Dentistry as a specialist vocation. Accordingly, it is timely to 
consider these obstacles, which include financial limitations, job availability, and 




One of the key barriers that some participants identified was the financial aspect of 
Special Care Dentistry. Most Special Care Dentistry in New Zealand is practised 
within the public healthcare system. As a result, this limits Special Care Dental 
Specialists to working in salaried positions within the DHB sector. Although some 
postgraduate candidates can obtain a scholarship through various means, most dental 
specialty training is usually self-funded, through either student loan or personal 
income. As one participant pointed out: 
 
“The problem was that anyone who wanted to do this specialty had to fund it 
themselves but then they couldn’t then go out and recoup it in private practice 
because it’s not going to earn you a lot of money; it’s not that kind of job. So that’s 
probably what put people off.” [P3] 
 
Another participant stated: “The other specialties, they’re in a situation where they 
know it’s going to be three years and ‘I’m not (going to have much) income but it’d 
be three years when I’m going to have to be very careful of my money and spending 
and stuff. Then after, I’m ok because the bank and medical insurance lend me money 
because they can project my income in the future.” [P9]  
 
This comment raised interesting views of how specialists perceived their future career 
prospects during training. As mentioned, Special Care Dentists in New Zealand are 
likely to be employed on a salary within a public health care organisation (that is, a 
 63 
DHB). Unless they have the intention to venture into private practice, most do not 
require a business loan. However, their fixed income meant that Special Care Dentists 
might not have the same earning potential as other specialties (with the exception of 
Dental Public Health Specialists). Some clinicians might perceive Special Care 
Dentistry training to be disincentive. However, Special Care Dentistry training in 
New Zealand can be pursued by distance learning while working in DHB hospitals. It 
would help to reduce the potential loss of income during training and lessen the cost 
of tuition fees. 
 
In other dental specialties, trainees can recoup their loss of revenue and pay off their 
student loan after their training more easily; this is particularly true for those who 
intend to predominantly practise in private practice. In addition, Special Care 
Dentistry—where it is mostly practised in public sectors—may not be seen to be 
financially on par with other dental specialties, as a participant succinctly put it:  
 
“For Special Care Dentistry, that’s not going to happen (in regards to private 
practice). It seems to be that Special Care Dentist job is going to be a salaried 
specialty. But it is basically going to be ‘I’m comfortable but I’m not rich’, which I 
think is a reality. I mean look at the orthodontists for example, well that’s not bad 
going. So that makes it difficult. I’m not saying any of us are poor but we’re not 
(rich), you’re not using your three years (of postgraduate training) to get yourself out 
into a completely different earning bracket.” [P9] 
  
Some participants acknowledged that moving away from stable employment to 
advance their career creates a significant disruption to their financial stability, even 
more so when they have dependent children: 
 
“I think it’s difficult for people, once they graduated from dental school and they’re 
geographically in a different city. I should think it’s quite difficult for people who are 
already established somewhere. They want to train in Dunedin and then they’ve got 
family to feed and all that sort of thing, they’re established and they’ve need the job in 
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a hospital and they need to do this training, it’s a difficult, I think it’s quite difficult 
isn’t it? I think that’s the main problem.” [P3] 
 
However, once they have completed their training and employed as specialists in the 
DHB, they are entitled to concrete benefits such as Continuing Medical Education 
(CME) funding and sabbatical leave. Participants felt that it somewhat compensated 
for the financial gains in private practice, as one participant commented: “I think that 
once you get funded using your CME money and you get to be a specialist on the 
specialist scale, the salaries and the remunerations are good and I think it’s 
attractive.” [P3] Although remuneration in the public sector is comparatively lower 
than private sector, participants expressed that there were other benefits that most 
private practice lack (Broadbent 2016). Apart from the benefits mentioned above, 
those with families appreciated the paid sick leave and annual leave, which were 
considered generous. Overall, they felt financially secure without the stress of running 




Most dental specialty postgraduates would venture into private practice after they 
have completed their training and registered as a specialist. By contrast, Special Care 
Dentistry in New Zealand is predominantly a salaried dental specialty, due to its 
strong employment ties to DHB hospitals. The majority of patient groups in Special 
Care Dentistry are treated by the State-funded healthcare system, which includes 
hospital and community-based clinics. Therefore, employment opportunities are 
somewhat limited to public practice settings and there are no guarantees of job 
availability after specialisation in Special Care Dentistry in New Zealand. One 
participant remarked: “You can’t ask someone who is never going to be super rich or 
writing off that level of spending (for tuition fees) to come in and do that, then just 
sort of turn them back out at the end of the training programme, with no jobs in line.” 
[P9] However, as one participant illustrated the career pathways are somewhat well 
defined albeit limited opportunities:  
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“There are really only two pathways that are viable: You either could go into 
academic dentistry within the Dental School or the places like in DHB hospitals, the 
Military. However, availability is very few and far between. This limited career 
pathway and opportunity still hold true today in New Zealand and it is often viewed 
as one of the hurdles of postgraduates in Special Care Dentistry.” [P7] 
 
Although Special Care Dentistry has been widely agreed to be a much-needed 
specialty in New Zealand, one participant was pessimistic about the career 
opportunities that is currently available: “I don’t know, is it easier to get a job in the 
DHB as a Specialist, even if it’s part-time? [P10] There was a perception that 
specialist jobs are not available: “Unless someone retires because there’s just no 
money available at the moment. Therefore they don’t take on new specialist 
consultants, so that would concern me a little bit for guys like you to try and actually 
obtain a position somewhere.” [P10] 
 
This comment underlines two suppositions: (1) the lack of available public sector jobs 
for dentists remained at large as it was previously acknowledged (New Zealand 
Dental Association 2006); (2) those who work in the public oral health tend to remain 
working until they retire. This scenario somewhat depicts a paradoxical situation. It is 
evident that the long-term retention of these jobs by clinicians suggests that these 
public sector positions remain desirable. However, consequentially, it hinders the 
turnover of dentists within the public sector, which in turn could reflect (or at least 
partially explain) the limited availability of these jobs, and the reported issue of 
ageing public sector dentists (New Zealand Dental Association 2006). In the same 
NZDA workforce analysis, the authors reported contradicting evidence of declining 
full-time equivalent (FTE) hours of dentists working in the public sector, and yet 
reported shortage of employment availability. Despite the increasing need (and 
interests) in public sector dental positions, it is highly suggestible that perhaps the 
challenge lies deeper within DHB organisation level where there is little increase in 
FTE resource for additional employment of dentists. Stakeholders must identify this 
factor, particularly if succession planning and establishing career pathways for public 
sector dentists are concerned. 
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Despite the identified job limitations, most participants admitted they enjoyed their 
workplace and would continue to remain working in institutions like the DHB. This 
notion is similar with an American study that investigated the practise patterns of the 
undergraduates of general dentistry and the postdoctoral general dentistry programme 
(Advanced Education in General Dentistry or General Practice Residency)19 after they 
have completed their training. The authors found that those who completed their 
postdoctoral training were more likely to work in a public institution-based setting 
rather than private practice (Subar et al. 2012). They suggested that those who had 
undergone postdoctoral programmes had more experience working in non-private 
practice settings (for example, hospitals), therefore possibly feeling more comfortable 
and enjoy the challenge of working in unconventional clinical scenarios such as 




Conversely, it can be argued that because Special Care Dentistry broadens the scope 
of practice (unlike other specialties), these specialists can venture into private practice 
as a general dentist but also provide Special Care Dentistry20. One participant 
suggested an alternative career pathway:  
 
“When you finish your Dental School training (for specialisation) and if you’re lucky, 
you get into a private practice where there’s a principal dentist or dentists that are 
happy to pass on their business management skills and their knowledge of general 
practice. Then, you’ve got a wide enough patient base to have lots of varied and 
interesting dentistry but it’s not necessarily Special Care Dentistry.” [P7]  
 
In New Zealand, private dentists predominantly provide general dental care to the 
public. Some participants enjoyed working in both private and the hospital setting as 







Special Care Dentistry in a private practice setting. However, it was clear that there 
were significant contrasts between public and private practice in terms of cost for the 
patients and how care is delivered. Some participants expressed it was challenging for 
them to accept the stark contrast between private and public practice and how it 
impacts the cost of dentistry to their patients: 
 
“ Moving from public to private work, you learn to understand the value of money. 
And even seeing how expensive it was, relative to patients’ income and trying to work 
that out, I just, you know it really was difficult” [P3] 
  
In private practice, the provision of Special Care Dentistry would be based on private 
dental fees, without any government subsidy. Participants perceived that Special Care 
Dentistry in private practice is financially prohibitive as a viable business because of 
the various challenges in providing Special Care Dentistry. Unfortunately, only a 
selected number of patients requiring special care could afford private dental fees and 
certainly would impact on the income of private practice, as one participant remarked: 
 
“I was thinking about it the other day and you wouldn’t actually be able to survive. 
You’d certainly get enough patients but financially they’d never be able to pay their 
bills if you worked as a full-time Special Needs Dentist in private in New Zealand.” 
[P5] 
 
The same participant [P5] further commented: “The value of our health services are 
oriented around you know, ‘bums on seats’ and what can be provided at certain 
fees.” [P5] Unfortunately, this is undoubtedly true in private practice dentistry where 
it is driven by the number of patient turnover, and a fees-for-service model. However, 
patients requiring special care often require more time for their dental appointments 
and can be challenging in different ways (Dougall and Fiske 2008). Several 
participants admitted that seeing patients requiring special care in their private 
practice was not only uneconomical in terms of time but found it difficult to maintain 
a feasible income stream treating these patients in private practice. As such, clinicians 
may be forced to limit the number of patients requiring special care in their practices 
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for these reasons, as one participant admitted: “I wouldn’t be able to make a living 
dealing with Special Care patients (in private practice).” [P3] 
 
One participant remarked that there are significant risks that need to be mitigated for a 
private practice that provides Special Care Dentistry to be financially viable: 
 
 “There’s a kind of a hump of energy to get over to be established. It does take two to 
three years to start getting numbers of patients up to enable your practice to become 
financially viable. There’s a big risk I guess, in that two to three years as to whether 
or not you can make it (private practice) to work.” [P7]  
 
Other dental specialties that are based in hospital settings such as Oral Surgery has the 
potential to continue practising their specialty easily in a private practice setting. 
Unfortunately, in New Zealand, the practise of Special Care Dentistry may not be 
easily transferrable into a private practice business model as one participant remarked 
that it is a barrier: “You can go and work in private as a general dentist. But if you do 
Special Care, you’re really restricted to the hospital environment, aren’t you? And 
that could be a deterrent for some people.” [P6] 
 
Participants who worked in private and hospital practice saw patients requiring 
special care out of a sense of community service and principle rather than financial 
gain. Conversely, one participant illustrated that seeing a Special Care patient in 
private practice could lead to potential patient base growth because the caregivers of 
the patient might see her for their dental care as well, as one participant gave an 
example: 
 
“For example there’s a Special Care patient that I see. Then his mother came and 
had a number of crowns because she liked me, you know so you get the spin-off 
‘cause you deal with their family. You deal with someone and then their family just 
love the way you behave and manage them and just want to come and see you. 
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Sometimes you can get the whole family in there all fine and you earn money from 




Two of the participants are not specialists in Special Care Dentistry but their clinical 
practise primarily consisted of patients requiring special care. They provided their 
experiences and insights when they were once planning to pursue their interest in 
Special Care Dentistry. Anecdotally, earlier in their career, there were significant 
interests in Special Care Dentistry among their colleagues in DHB hospitals. 
However, many of their colleagues were discouraged to specialise in Special Care 
Dentistry due to various factors and circumstances, which led them to pursue different 
career interests instead. There were also anecdotal accounts of their colleagues who 
attempted to pursue the postgraduate training but failed to succeed21. One participant 
described their account in an attempt to train in the Special Care Dentistry 
postgraduate course: 
 
“I did (attempt to do postgraduate training) many moons ago. When I first arrived, 
probably eighteen years ago or something or rather, I enrolled for the Diploma of 
Special Care Dentistry through the School but it wasn’t well run. Well I pulled out in 
the end because after two months into the course, we had a reading list and that was 
it. There was no assignments or anything. It was very poorly organised. I think 
someone before me did a Master, tried to do a Master and pulled out as well.” [P10] 
 
There was a clear expression of frustrated uncertainty by some participants when they 
were applying for the Special Care Dentistry postgraduate programme. They admitted 
that some of their colleagues either withdrew from the programme or reapplied to 
other postgraduate courses. This deterred one participant from investing into a 
programme where there was instability and uncertain employment opportunities: 
 
“I was planning on specialising (in Special Care Dentistry), and I remember I went to 
Dunedin and they were talking about training modules and things. But couple of my 
																																																								
21	Anecdotally, some of their colleagues attained Master in Community Dentistry instead. 
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colleagues were in the programme and the thing (course) had fallen over. Another 
dentist was going to do the diploma and the course fell over. It was like it’s just not 
worth the risk of giving up a secure job. I might’ve been in the military at that stage 
and risking to do a three year course that may not ever finish.” [P11] 
 
 Dental clinicians who were still interested in pursuing Special Care Dentistry may 
have had to resort to other alternative methods of training in Special Care Dentistry 
because they perceived the postgraduate course is unstructured. General dentists had 
to attain their clinical skills and knowledge by attending Special Care Dentistry 
related courses to supplement their skills in treating patients requiring special care. 
One participant (whose specialty is not Special Care Dentistry) believed that a general 
dentist could be as proficient as a Special Care Dental Specialist could. He argued that 
a general dentist does not necessarily require formal specialty training to treat patients 
requiring special care: 
 
“I guess what’s funny when you’ve got Special Needs (Care) Dentistry as a course 
and you haven’t actually done the course, you asked yourself ‘what am I missing in 
my skill set? So, I think any port in the storm really to sort of cover off roughly to 
where you think you are. I did the IV sedation course, rotary endodontics, periodontal 
surgery, GA courses, I went to implant courses, and you know I’ve done some implant 
stuff. I’ve gone to various Special Needs Dentistry conferences so you’re exposing 
yourself to the current contemporary thinking around how you manage things. For 
example, I’m not a paediatric specialist but I do lots of Paediatric (Dentistry).” [P11] 
 
This sentiment may be agreeable by some general dentists who work in DHB 
hospitals and community clinics, where they practise Special Care Dentistry. Over 
years of practise, these general dentists would have attained significant clinical 
experience and training without formal training as specialists in Special Care 
Dentistry. It can be argued that these dentists are content with their career choices 
without the need to invest their time and money (and potentially sacrificing their jobs) 






Historically, the ‘Grandfather Clause’ has been used to recognise clinicians who had a 
number of years of clinical experience in a particular field of medicine or dentistry 
but were not specialty trained as such. For example, during the late 1980’s in New 
Zealand, one of the ways to gain a specialist qualification in Hospital Dentistry22 was 
through the ‘Grandfather Clause’ (Punshon 2015). This clause was considered a one-
off opportunity that allowed general dentists to apply to the DCNZ to gain 
acknowledgement of their clinical experience and knowledge and to be awarded 
specialist recognition for their respective area of interests (for example, Oral Surgery). 
In another example of this clause being invoked was during the early development of 
Special Care Dentistry postgraduate programmes in Australia. Dental clinicians who 
were Fellows of the Royal Australasian College of Dental Surgeons (FRACDS) in 
Special Needs Dentistry were granted specialist status. These specialists then 
developed and initiated the accredited postgraduate programmes in Special Care 
Dentistry in Australia (Punshon 2015). 
 
One participant in this study was recognised as a Dental Specialist in Hospital 
Dentistry through the Grandfather Clause. He provided an in-depth insight into its 
history and how it awarded him the specialist recognition Special Needs Dentistry. 
Interestingly, during this time, there was a stir of controversy in regards to specialist 
recognition: 
 
“I think in 1990 they were rewriting the Dental Act. They were sorting (it) out. I think 
there were lots of problems with Orthodontists calling themselves specialists and the 
problems are still at large at that moment. There were guys doing oral surgery and 
calling themselves (Oral and) Maxillofacial surgeons. When they haven’t done a 
training course and the Oral and Maxillofacial surgeons are a bit upset that these 
guys can do a three years MDS (Oral Surgery) at Dental School and suddenly 
become a Oral and Maxillofacial Surgeon you know. The Dental Council wrote to 
																																																								
22 Hospital Dentistry is recognised as a dental specialty in New Zealand since the year 2000. However, 
the DCNZ has since renamed this same specialty to ‘Special Needs Dentistry’. 
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people and said look if you feel that you’ve got the expertise and you’ve been putting 
the time in and the hours in some particular aspect of dentistry. Like there were guys, 
who were just specialised in Oral Surgery but never actually had specialist 
recognition. So they asked people like that to apply. I had to have several referees and 
you had to give a list of your achievements and your reasons. So, I pointed out that I 
had been working at hospital for ten years. I had a list of the number of fractures I’ve 
done, the number of patients I’ve treated and I had a couple of referees who 
supported me and I became a registered specialist, which meant I could become a 
consultant. I happened to be at the right place at the right time.” [P6]  
 
This interesting brief anecdote implied that numerous dentists were working in 
hospital settings but were not recognised for their expertise and experience, as the 
same participant [P6] noted: “I don’t know how many there were but there were quite 
a large number of dentists around the country and especially people who had been 
working in hospitals for many years. But if you’re not a specialist, you can’t become a 
consultant.” [P6] As mentioned, working as a specialist consultant in the hospital 
system has its benefits, which include a higher salary but also peer recognition by 
medical colleagues as a fellow specialist. 
  
This participant was the first and only specialist recognised as a Hospital Dentistry 
specialist through the Grandfather Clause. However, due to the change in the Dental 
Act, his job title had a name change from ‘Hospital Dental Specialist’ to ‘Special 
Needs Dental Specialist’. His situation is perhaps unique as he was the only 
participant who had been ‘grandfathered’ into the specialty of Special Care Dentistry 
without formal training. Even though he was recognised as a specialist in Special 
Needs (Care) Dentistry, he admitted that his everyday clinical practise did not involve 
Special Care Dentistry per se. When asked about his work, he admitted that he did not 
practise much of Special Care Dentistry but mostly practised Oral Surgery:  
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“To be honest, I don’t really (see much patients requiring special care), I’m a bit of 
an imposter here. I don’t really do a lot of Special Care Dentistry. The entire special 
needs and the children are done by a Community Dentist at the DHB. And I do a 
weekly clinic and a weekly theatre session on Oral Surgery since 1981.” [P6] 
 
The Grandfather Clause is rarely applied in Dentistry today. It requires unique 
circumstances where there is a need to recognise clinicians (both temporarily and 
permanently) as specialists to further develop the area of specialty or simply to 
recognise their dedication and expertise in their fields of interests. Many dentists were 
initially acknowledged as specialists through the mediation of their clinical 
experience. In the UK, this similar pathway also occurred in the teething stages of 
formalising training programmes and specialisation of Special Care Dentistry 
(Gallagher and Fiske 2007). Today, most Special Care Dentists gain their specialty 
qualification through accredited postgraduate training programmes from universities 




Dental practitioners who do not hold a postgraduate specialist qualification within the 
DHB are usually on the non-specialist salary scale. However, those who have gained 
specialist qualifications such as Special Care Dentistry and Oral and Maxillofacial 
Surgery are recognised as specialists. As mentioned, these specialists are usually on a 
different (and higher) specialist salary scale. To be acknowledged a specialist, dental 
practitioners within the DHB organisation are required to pursue some form of 
postgraduate qualification. As an alternative, some dentists chose to advance their 
career in DHBs by attaining the postgraduate qualification in Master in Community 
Dentistry (MComDent), as one participant who is a Dental Public Health Specialist: 
 
“You know the MComDent in Public Dentistry covers off the whole political sides, 
population planning, advocacy for oral health so you know, that was a component of 
the Special Needs Dentistry course, and then go off doing the Fellowship with general 
dentistry with a bit of restorative and prosthodontics type thing sort of covered off 
that more advanced stuff.” [P11]  
 74 
In DHBs, regardless of specialty type, dental specialists in DHB tend to hold 
leadership roles. It can be argued that a qualification in MComDent would be more 
suited for these roles as it often involved with public health advocacy and service 
planning. However, not all participants agreed and voiced their concerns that Dental 
Public Health Specialists compete with Special Care Dentists for employment 
positions in DHBs. There were also concerns about the confusion of their roles within 
the DHB; those with MComDent qualification may be misidentified as Special Care 
Dentists. One participant stressed: “I think some of those problems are…*hesitated* 
and please without offending anybody, this is something I believe very strongly in, if I 
can say it correctly, is that I don’t want us confused with Community Dentistry.” [P4]  
 
There was also a notion that the dental specialists with the MComDent qualification 
should not take on clinical roles, especially in roles that involve Special Care 
Dentistry. One participant expressively remarked that: 
 
“Quite a number of individuals did Master in Community Dentistry and then go back 
to where they are working and they’re doing clinical dental work. I put it very 
strongly, I don’t think that should be allowed to do clinical work…You know the 
(District) Health Boards know that they need somebody (dental clinician) to do 
fillings on difficult patients.” [P9]  
 
Another participant concurred and stated: “So you’ve got people who’ve got 
Community Dentistry postgraduate qualification who take on the role as Special 
Needs Dentists. Now if you ask me, I’m sorry, Community Dentistry is about those 
people who are interested in Epidemiology, right? Who may want to do Community 
Dentistry, that’s fine. But they should not be confused with Special Needs Dentistry.” 
[P4] 
 
At a glance, it may seem agreeable by the participants that Dental Public Health 
Specialists should only focus on non-clinical work. However, historically, it was 
suggested that there was a period when DHB hospitals were lacking clinical 
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workforce, inevitably prompting Dental Public Health Specialists to provide Special 
Care Dentistry (New Zealand Dental Association 2006). During this time, Special 
Care Dentists were also scarce in numbers—or worse, not widely understood, which 
could have exacerbated the distinction or roles between the two specialties (New 
Zealand Dental Association 2006).  
 
Nonetheless, some participants also negatively perceived that the postgraduate 
qualification of MComDent to be a more ‘convenient’ way of registering onto the 
ASMS consultant salary scale:  
 
“You know the ones who have done the public health dentistry, a very big reason for 
them doing it is the money. I think there are some who are doing it as a backup, you 
know a way of getting onto a different salary scale, getting to do what they wanted to 
do.” [P9]  
 
The MComDent could also be seen as a more amenable qualification as dentists can 
attain it through distance learning in a minimum of two years23, which is significantly 
shorter course and less onerous course than the Doctorate in Clinical Dentistry course 
of three years. Notably, the MComDent does not have a clinical component, which 
some may perceive it to be arguably easier: “They come down for two weeks twice a 
year for a block course I think and that’s it. You know the programme suddenly gets 
super attractive from there.” [P9] 
 
Despite the strong views from some participants, most acknowledged that in reality, 
the MComDent postgraduate programme might suit certain clinicians with family and 
work commitments. Few postgraduate dental programmes allowed full-time 
employment while training. The postgraduate programme for Special Care Dentistry 
and Community Dentistry are the few exceptions. This may also reflect the 
																																																								
23 The Master of Community Dentistry (MComDent) degree is designed to be an appropriate 
programme of study for a person who wishes to pursue a specialist career in dental public health. It 
may be undertaken full-time over two academic years or part-time over three years. Information 
obtained from University of Otago website. Accessed on the 15th of June 2017: 
http://www.otago.ac.nz/dentistry/postgraduate/dentistry/MComDent/index.html 
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differences in the quality of the postgraduate programmes where clinicians may 
choose to commit into a more structured and well-established course such as the 
MComDent, as one participant remarked: 
 
“I don’t think it was easier to do MComDent, but I think it was more realistic to do it 
that way around. You know family reasons, money reasons, the rest of it and simply 
too that they were more in control because they obviously had assignments but they 
still could define their own sort of what they were doing, what they wouldn’t do.” [P9] 
 
Dentists may not have necessarily pursued the MComDent qualification solely for 
financial gain but rather to enhance their public health knowledge to better advocate 
for their patients and oral health services. Dental Public Health Specialists are trained 
to have an ‘upstream’ view of oral health, where they focus on the ‘big picture’ of 
oral health such as service profiles and needs, identifying problems while and 
instigating potential wide-scale solutions to improve oral health within the 
community. In some aspects, Dental Public Health Specialists are arguably similar to 
Special Care Dentists as both specialties have a broader view of dentistry in the 
context of oral health. However, in contrast, Dental Public Health Specialists 
emphasise on community level interventions while Special Care Dentists underscore 




Training pathways for Special Care Dentistry are now well established in New 
Zealand, UK, and Australia. Special Care Dentists chose Special Care Dentistry for a 
variety of reasons but also acknowledged the pathways is somewhat limited both 
during training and in the career as a specialist.  
 
The number of Special Care Dentists in New Zealand and Australia are still rather 
insignificant in relative to the population, particularly when special sub-populations 
such as older people and those with disabilities are increasing (Derbi and Borromeo 
2016). To promote growth of this specialty, participants acknowledged that an 
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improvement in training pathways is needed. Although it is not exclusive to the 
specialty of Special Care Dentistry, postgraduate training places a heavy toll on 
financial security and is disruptive of family life. However, the unique job prospects 
of Special Care Dentistry sets it apart from other dental specialties. Most of the 
participants work in public practice (DHB) in New Zealand. Due to the attributes of 
their patient groups and funding structure, they are limited to the public practice of 
dentistry or at least in an institution-based practice such as a University24 or the 
Military. Job opportunities for Special Care Dentists are limited by the availability of 
employment openings in DHB hospitals. One participant admitted: 
 
 “So, to encourage people into the specialty, it needs to have a career pathway 
because of the population size within New Zealand. The fact that a lot of Special Care 
patients are referred to hospitals due to the medical needs of the patient’s more than 
anything. It’s going to put some quite severe limits on how career pathways can roll.” 
[P7] 
 
There was some palpable tension among the participants that patients requiring 
special care are often referred inappropriately to hospital dental departments for 
routine dental care. Consequently, patients who could be potentially seen in private 
practice would inundate hospital oral health services. However, it was widely agreed 
by participants that it is challenging to sustain Special Care Dentistry in private 
practice. There are significant economic and logistic hurdles to overcome to be 
financially viable. The accessibility design and requirement of dental clinics for 
Special Care Dentistry are among other things to consider. Overall, these factors 
severely limit the career pathways of Special Care Dentists in private practice. 
However, as an alternative, similar to the UK National Health Service (NHS), 
participants suggested the creation of community-based clinics for patients requiring 
special care, while supported by government funding: 
 
																																																								
24	Currently, there is no Special Care Dental Specialist in employed at the Faculty of Dentistry. 
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“Maybe there’s a role in having community-based Special Care Dentists that have 
some funding. Perhaps, for clinical setups from the Government, where they can 
actually see the patients in an environment where there’s not so much financial 
pressure because some of the patients take a long time to sort out.” [P7] 
 
The concept of government-supported community-based dental clinics is common in 
New Zealand. However, these nationwide dental clinics mostly cater for children and 
adolescents, usually staffed by dental therapists, and not designed to accommodate 
adult patients and even less so patients requiring special care.  
 
While community-based Special Care dental clinics are potentially beneficial, several 
factors need to be taken into account. Patients requiring special care often require 
particular considerations when receiving dental treatment. Some may have physical 
disabilities and require accessibility support, while others may require careful 
attention to their medical and psychosocial wellbeing. Whether by retrofitting or 
building a brand new clinic, these factors need to be considered when designing 
dental clinics to accommodate patients requiring special care. Specialised 
accessibility features could include wheelchair ramps with ground level access, 
patient transfer systems, and disability-friendly dental chairs. Structural features 
including wider corridors, anti-slip floors, and accessibility washrooms are essential 
to Special Care dental clinics (Dougall and Fiske 2008). To support medically 
compromised patients safely, advanced resuscitation equipment and training for 
clinicians and staff are necessary. Community clinics may need to consider 
specialised services such as intravenous sedation and relative analgesia to provide the 
full spectrum of Special Care Dentistry.  
 
Creating a clinic that can accommodate patients requiring special care would require 
specialised features, which would significantly increase the cost of building and 
maintenance, along with the additional training required to provide Special Care 
Dentistry. However, outcome measures must be considered to ensure these services 
are financially feasible and benefit the government and the public. Stakeholders and 
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service planners need to consider these factors when proposing business cases for 
funding. 
 
Nonetheless, creating community-based Special Care dental clinics would have 
multiple beneficial impacts. Firstly, it could provide more job opportunities and career 
pathways for dentists (both non-specialist and Special Care Dental Specialist) treating 
patients requiring special care. patients requiring special care who do not require 
hospital access could be seen in these clinics instead. Secondly, shifting some of the 
patients requiring special care to community clinics will decrease the patient load in 
hospital outpatient clinics, reserving the hospital clinics only for those who require 
hospital level care. This could also potentially reduce travelling for patients and 




“I think in some ways, our work satisfaction is totally different to the traditional 
specialties. You know, we’re just not on the same brain wavelength” [P9] 
 
Despite the challenges and barriers faced in their career and training, most 
participants do not regret their career choice and training. When asked about their 
training pathway, one remarked: “ It was hard but it was worth it and I’d do it exactly 
the same way again.” [P5] Participants find treating patients requiring special care 
enjoyable and rewarding despite everyday challenges. Special Care Dentists 
perceived the rewarding aspect of their career is non-monetary. They felt a sense of 
achievement and job satisfaction when treating patients requiring special care. The 
overall feeling towards their career is positive and satisfying: 
 
“I think that is the reward in managing those patients, that they are challenging, that 
you can take them on and think you know, you get the fuzzies that you’ve actually 
done something good for these patients and things.” [P2] 
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Most patients requiring special care (in particular those with long term conditions 
such as Autism) require long-term ongoing dental care. Patient rapport and trust are 
not built over one appointment but rather with time (and patience). It is often hard 
earned by Special Care Dentists, placing them in a unique form of professional 
relationship with their patients. Participants and their patients get to know each other 
well, and familiar with each other’s unique characteristics. Some participants 
remarked how much they look forward to seeing some of their patients: 
 
“Well, I’m prepared to admit that a few patients really light me up when they’re 
coming in. You know it’s going to be a good day. They’re not in your favour or 
anything but, they’re simply as good as you get in terms of interactions. I think 
anybody else though, if you didn’t know the patient well, you would collapse.” [P9] 
 
The participants emphasised how important it is to have a good rapport and how it 
would help both the dentist and the patient to know each other well. This bond and 
trust of mutual understanding between each other could enhance the clinician’s care 
delivery. Patients would feel more comfortable and empowered, and are more likely 




Most Special Care Dental Specialists have gained their specialist recognition through 
postgraduate training in tertiary institutions such as universities and to a lesser extent, 
through professional colleges. Participants attributed their career choice to their early 
exposure to Special Care Dentistry and how they have enjoyed working in a hospital 
setting. Others felt there was a significant need for such a specialty within their area 
of work. They acknowledged broadly that their journey of their training and career 
was demanding, each to their own version of challenges to overcome.  
 
Financial setbacks, family dynamics and job insecurities were among the few hurdles 
of specialising in Special Care Dentistry. The limited availability of quality accredited 
postgraduate programme was also a concern among some of the participants, which in 
part could explain their delay in specialising. The participants also acknowledged the 
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career limitations of Special Care Dentistry, whereby most Special Care Dentistry in 
New Zealand is delivered in the public health care system. This restricted their 
potential to practise Special Care Dentistry with implications relating to financial 
remuneration. These limitations and barriers perhaps, had deterred a number of 
general practitioners in potentially pursuing Special Care Dentistry as a specialty.  
 
However, the participants in this study did not regret their choice of the career in 
Special Care Dentistry and have always found their vocation in Special Care 






The DCNZ defines Special Needs Dentistry as ‘the branch of dentistry that is 
concerned with the oral health care of people adversely affected by intellectual 
disability, medical, physical or psychiatric issues’ (Dental Council of New Zealand 
2017). However, in countries such as the United States of America, the United 
Kingdom, and most of Europe, the term ‘Special Care Dentistry’ is used instead 
(Dougall and Fiske 2008; Glassman et al. 2009). In fact, the term ‘Special Needs 
Dentistry’ is almost exclusively employed in Australia and New Zealand (Dental 
Council of New Zealand 2017; Shnider 2008). Although it should not come as a 
surprise to expect the participants to have contrasting preferences among themselves, 
there was a resounding consensus among the participants that they preferred ‘Special 
Care Dentistry’ as the name of their specialty instead of ‘Special Needs Dentistry’. 
Their personal preferences are clearly at odds with the current name and definition 
specified in DCNZ, as one expressively remarked: “I don’t like25 the word, I don’t 
like the term Special Needs because I don’t think patients like it much either. I know 
in the United States there’s a bit of a trend against it.” [P4] Some expressed their 
disappointment quite clearly against the term ‘Special Needs Dentistry’:  
 
“Yeah I don’t like the term at all, I was really upset when they chose it, I wanted it to 
be Special Care Dentistry...I mean Special Needs Dentistry doesn’t make sense for 
one thing but that’s my beef and I always have to say that, I do.” [P3]  
 
With more questioning, participants perceived that the term ‘Special Needs Dentistry’ 
does not align with contemporary views of the specialty especially when compared 
with their international peers and in the Special Care Dentistry community, one 
pointed out: “A lot of the European (countries) or (United States of) America use the 
term ‘Special Care (Dentistry)’ more than ‘Special Needs (Dentistry). They probably 
don’t use Special Needs at all.” [P1] Among the participants, although most were 
quite frank about their preferences with the interviewer (LC), for one reason or 




expressed to others: “I know a lot of (other Special Care Dental Specialists), 
although, secretly, quietly behind the doors, (they) don’t like the term (Special Needs 
Dentistry).” [P4] 
 
With a single word change, this fundamental shift of ‘Need’ to ‘Care’ impacts on the 
perception of this particular discipline of dentistry. It was perceived that the term 
‘need’ to have an unfavourable undertone and felt it was “an old-fashioned sort of 
term” [P3] and “has a negative connotation.” [P1] For example, if a clinician says he 
or she is treating a ‘Special Needs patient’, it can be easily presumed that patient to 
have some form of disability. The term ‘Special Needs’ is commonly used in the 
context of education for children with learning impairments and intellectually 
disabilities. This term is sometimes viewed as a social stigma (by health professionals 
and the public) and not all patients who require Special Care Dentistry have 
intellectual disabilities nor someone with intellectual disabilities always require 
Special Care Dentistry (Kailes 2010). Moreover, it can also be argued that labelling a 
person who needs ‘Special Care Dentistry’ does not guarantee that it does not carry 
the same connotation. 
 
Participants believed that the term ‘Special Care Dentistry’ does not label the patient 
but rather describes the ‘care’ the patient is receiving, regardless of their health 
condition. Additionally, ‘Special Care Dentistry’ can be seen as “more friendly and 
you know people are more up front and positive about things.” [P1] In fact, even 
though the DCNZ official term is ‘Special Needs Dentistry’, one participant 
commented that their dental department unit is called ‘Special Care Dental Unit’ to 
reflect their care ethos and alignment to the contemporary view of Special Care 
Dentistry. 
 
There was a strong desire to change the name of their specialty, as one commented: 
“If I had the chance to change anything…probably Special Care (Dentistry) would 
probably be better.” [P1] Some believed that the term ‘Special Needs Dentistry’: “is 
falling a little bit short of the mark because you’ve just identified the needs of that 
person. That is fine but if you’re thinking about the specialty in terms of doing 
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something but it’s actually doing more than identifying the needs of the person, we’re 
actually delivering care for the patient.” [P7] 
  
Some participants made a point to identify themselves as a ‘Special Care Dentist’ 
rather than a ‘Special Needs Dentist’ as they felt: 
 
 “Special Needs Dentistry basically just sort of implies that the patient is the problem 
and the patient is the special needs. Special Care (Dentistry) is about what we do and 
about what we can provide and a breadth of care of what we can do. You need (it) to 
be so ‘it’s what we do rather’ than defining what the problem is as the patient.” [P8] 
 
In contrast, their Australian colleagues seemed to have a different view (Derbi and 
Borromeo 2016). They postulated that ‘Special Needs Dentistry’ focuses on the 
‘needs’ of the patient rather than the clinician’s delivery of ‘care’. It may be argued 
that it is more ‘patient-focused’ because it addresses the patient’s individual needs26. 
However, one participant countered that:  
 
“Special Needs Dentistry describes what the patients are but it doesn’t describe what 
we do. Special Care Dentistry describes what you do which is, you know, when you’re 
a Paediatric Dentist it describes what you do; you see children. And so when you’re a 
Special Care Dentist, it describes what you do; you do Special Care for people.” [P4] 
 
Recent medical care has moved away from a paternalistic patient care approach to 
patient-centred care, with the emphasis on actively involving the well-informed 
patient to make a shared health care-related decision (Institute of Medicine 
Committee 2001). However, it is also not unusual when a clinician finds him or 
herself where their patient abdicates the responsibility of their oral health to the 
clinician to make the ‘best’ treatment decision: “You’re the expert (dentist), you know 
what is best for me. Special Needs (Care) Dentistry gives the notion of I’m (the 
																																																								
26	Interestingly, when the definitions of the Dental Board of Australia and the RACDS are compared, 
there was only a subtle difference of ‘health care needs’ versus ‘health care’.	
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dentist) up there, you’re (the patient) down there and I know best.” [P9] In the eyes of 
the participants, the ‘Special Needs Dentist’ term gave the impression of a patriarchal 
approach or a sense of superiority over patients especially those who have intellectual 
disabilities, invoking an undesirable connotation (Mills et al. 2013). Admittedly, it 
can be fairly challenging at times with individuals who are intellectually 
disadvantaged and a power imbalance can impede suitable shared-decision making 
between the patient and the clinician (Faulks et al. 2012). Patients may find 
themselves ‘powerless’ to voice their concerns and preferences, in fear that it might 
compromise their relationship with their medical physicians (in this case, dentists) 
(Joseph-Williams et al. 2014). Nonetheless, this is also dependent on the ethos of the 
clinician and how the clinician delivers oral health care. In the case of patients with 
special needs, the perceived power imbalance compounded by various patient-related 
factors such as anxiety or intellectual impairments could only exacerbate the situation 
and hinder the exercise of patient autonomy. Consequently, it potentially 
compromises the quality of oral health care and its outcomes, both professionally and 
ethically. 
 
Some participants expressed their reservations that the usage of the term ‘Special 
Needs Dentistry' may misrepresent the appropriate range of individuals within the 
population that require Special Care Dentistry:  
 
“Special Needs Dentistry evokes a small group of patients as I said, immediately 
people think of intellectually handicapped children and nobody else. So, the dentistry 
should be Special Care (Dentistry) and that can encompass a whole broader group of 
people really.” [P3]  
 
Conversely, ‘Special Needs Dentistry’ can be perceived in the same context of being 
too diverse and non-specific as one participant remarked that: “Special Needs 
Dentistry for a start gave you was a broad terminology. So it included a lot of other 
people, those who did Paediatric Dentistry, Hospital Dentistry, Community Dentistry 
working in operating theatres and a few others in between.” [P4] In a historical 
context, this comment is noteworthy because it reflected the evolution of Special Care 
Dentistry. Before the emergence of the specialty of Special Care Dentistry, patients 
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who require special care were often ‘adopted’ and treated by other dental specialties 
including Paediatric Dentists, hospital-based general dentists, and Oral and 
Maxillofacial Surgeons (Borromeo et al. 2014; Gallagher and Fiske 2007). The 
‘adoption’ by other specialists inadvertently creates a barrier to access dental services, 
as health professionals who may have a limited understanding of Special Care 
Dentistry may not have referred patients to the appropriate specialist. This would have 
had a significant impact on various aspects of health care, including patient access 




Public awareness and understanding of Special Care Dentistry are dependent on the 
education and promotion of oral health services. Several participants inferred that the 
term ‘Special Needs Dentistry’ may be easier for the public to understand as “it 
implies most people think, oh you’re just going to be providing care for adults who 
are intellectually disabled.” [P8] It can be interpreted as a branch of dentistry that 
only relate to people with intellectual and learning disabilities—even though in 
reality, the Special Care patient group is not confined to those with disabilities as 
such. The term ‘Special Needs’ is well used in the educational context for those who 
require special education needs especially in the United Kingdom (UK), whereas in 
the United States of America (USA), it is often referred to patients with disabilities 
(Gallagher and Fiske 2007; Glassman et al. 2005). Nonetheless, ‘Special Care 
Dentistry’ can be interpreted as more broadly and perhaps somewhat ambiguous as it 
does not refer to any particular group of patients. This can be confusing for the public 
and (even more surprisingly) for health professionals including dentists, as one 
participant indicated: “I think in New Zealand if you said Special Care Dentistry, 
people wouldn’t understand quite so much to what group of patients you were 
delivering care to.” [P5]  
 
To a certain degree, participants admitted that they could accept a compromise with 
the name ‘Special Needs Dentistry’. In the public perspective, several participants 
believed that: “most people understand what a patient with Special Needs is but they 
just sometimes don’t understand that Special Needs also takes in those patients with 
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medically compromised you know, socially compromised, those sorts of things as 
well.” [P5] This reaffirmed that there is a need to improve public awareness and the 
profile of this specialty. 
 
Interestingly, despite the obvious preference for the term ‘Special Care Dentistry’, all 
participants used assorted terms to describe their specialty and their patients, which 
include ‘Special Needs Dentistry’, ‘Special Care Dentistry’, ‘Special Care Patients’, 
‘Special Needs Patients’, ‘Patients with Special Health Care Needs’, and Special Care 
Patients with Special Needs’. These diverse terms were used quite interchangeably 
throughout their interviews, with no clear distinction between them; similarly found 
in the literature where a variety of terms were used (Ahmad et al. 2015; Derbi and 
Borromeo 2016; Glassman and Subar 2009). This could suggest the possibility of 
confusion among health professionals on the use of these terms. The inconsistent use 




Similar to the challenge of naming the specialty, the definition of Special Care 
Dentistry is an ongoing debate even among the participants. The variation among 
participants provided insights to its unique entities within this specialty. It also 
reflected the challenges of defining Special Care Dentistry and its broad scope of 
practise and patient spectrum.  
 
During the interviews, one of the areas of interest was to explore the participants’ 
definition of Special Care Dentistry. It proved to be challenging, as their answers 
were not only variable in the choice of words to describe their specialty but also their 
approach to define Special Care Dentistry. Instead of a single statement or referring to 
an established definition such as one from the DCNZ, most participants shared their 
insights through a series of descriptions that are related to their ethos of practise, their 
current roles as specialists and their Special Care Dentistry skillset. These three 
themes are interwoven with one another and it was impossible to streamline or even 
isolate a definition of Special Care Dentistry into a single sentence. With that in mind, 
 88 
the following sections describe the definition of Special Care Dentistry through two 
fundamental themes: the diverse skills and roles in Special Care Dentistry and the 





Participants used the term ‘broad’ in various contexts throughout their interviews. 
‘Broad’ denoting to their vast array of patient groups, their roles as Special Care 
Dentists, and to the skillset that are applied in their line of profession. It also shed 
light on how they defined themselves as specialists.  
 
When asked about the definition of Special Care Dentistry, one feature was common 
among all participants—they simply described what they do as a Special Care Dentist. 
At the initial glance, they may appear to describe the skillset of a general dentist, but 
in a closer look, it reveals their expertise extending to a wider context that is applied 
to a diverse population. The participants acknowledged that the challenge to define 
Special Care Dentistry is due to its diversity, as one participant commented:  
 
“Special Needs (Care) Dentistry as a specialty, it’s a lot more difficult to define. It’s a 
very broad subject because, in Special Needs (Care) Dentistry, we’re largely a jack of 
all trades and master of none, certainly within the technical skills.” [P2]  
 
This comment neatly describes the participants who practise Special Care Dentistry, 
especially in the hospital environment. Special Care Dentists provide a 
comprehensive range of treatments to a wide variety of patients with different medical 
conditions and social backgrounds especially those who are vulnerable like the elderly 
and those with intellectual disabilities (Ettinger et al. 2004). Participants broadly 
believed that their dental skillset is unique that they see themselves in a somewhat 
oxymoronic way as ‘diversified specialists’ where they are proficient in all aspects of 
dentistry, as one commented: 
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 “(Special Care Dentistry) describe people with a huge spectrum of talents. That is 
the exciting thing. You don’t just do one discipline like an endodontist or a 
periodontist. You’re a Special Needs (Care) Dentist who does Periodontology, 
Endodontology, Prosthodontics and Oral Surgery and as well as Paediatrics. So you 
do the whole lot.” [P4]  
 
Another participant reiterated the diversity of skills in Special Care Dentistry: “You 
know, we’ve got to be competent endodontists but we don’t have to be endodontic 
specialists, we have to be competent exodontists but we don’t have to be maxillofacial 
surgeons. We have to be competent restorative dentists but we don’t have to be 
restorative specialists. Special Care Dentistry could be covered individually by all the 
other (specialties). You know an oral surgeon can do the surgical things but an oral 
surgeon isn’t interested in doing the restorative.” [P2]  
 
This suggested that the participants believed that Special Care Dentists should not 
only be proficient in a wide range of dental disciplines but also extend their scope to 
include specialist-level skills in order to meet their patient’s oral health care needs. 
These comments are consistent with the findings of another qualitative UK study that 
investigated the attitudes of community-based Special Care Dental Specialists. The 
study reported that their participants also believed that ‘Special Care Dentistry is 
about a repertoire of clinical skills to manage any type of patient’ (Scambler et al. 
2011). In other words, the clinical skills are not limited by their scope of practise but 
necessarily broaden to provide for patients within their specialty area. As a result, 
these clinicians are highly adaptable to any clinical scenario or patient type that 
demands a broader skillset than a general dentist does. One participant remarked on 
the heterogeneous skills and roles among the Special Care Dentists: 
 
“For example, my Special Needs Dentistry friends like one of them in that works in a 
city, all they see everyday was treat people with coagulopathy while another based in 
Australia only does community outreach programme while I have another colleague 
who does domiciliary and Special Needs Dentistry in their own private practice. Then 
you have another who’s actually in an academic position in London.” [P4]  
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Although most participants are specialists, some of their comments appeared to be 
somewhat confusing as the participants emphasised about being “a good generalist” 
[P11]. Another participant remarked that “because you have to do stuff under GA and 
you’ve got to be pretty good at doing minor oral surgery, that’s really important and 
you’ve got to be a good general dentist.” [P3] It certainly begs the question: ‘Are 
these specialists just ‘super’ general dentists?’  
 
On closer scrutiny and reflection on the roles of these specialists have at their 
workplaces; it became clearer that it is not the case. Instead of a specific technical 
skill, they were implying that they are dental specialists armed with a diversified set 
of skills so that they can provide a well-rounded comprehensive oral care in any 
clinical circumstances. Following on the participant [P3] example above, Special Care 
Dentists commonly provide comprehensive dental treatments under general 
anaesthetic for their patients, who are often entailed with complex circumstances, 
both in medical and social aspects. As one participant aptly stated: “So you’re not 
really focused on one technique based skill, which quite a few of the other disciplines 
within dentistry are.” [P7] Special Care Dentists are often required to think ‘outside 
the square’ for their patient management, as one participant commented:  
 
“Clinicians have to think and be challenged the whole time because it’s never the 
same, it’s a (dental) problem but it’s always got a slightly different twist to it because 
people are all different. And for me, that’s the beauty of Special Care (Dentistry).” 
[P7]  
 
For instance, one participant gave a likely scenario of a Special Care Dentist treating a 
patient with Down’s syndrome, who has cardiac problems presented with periodontal 
disease. The clinician has to take into account the medical characteristics of Down’s 
syndrome and the social dynamics of the patient’s family. To iterate further, the 
clinician needs to consider the patient factors such as cardiac risks, diabetes, and 
learning disabilities when planning for dental treatment. The clinician may also need 
to involve a wider circle of care from family members and caregivers to ensure that 
the patient has transportation to attend dental appointments and able to follow oral 
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hygiene instructions. Conversely, a general dentist may not have the background 
knowledge, training, and the resources to manage complex medical comorbidities. It 
can be debated that these specialists are no different from a general dentist. However, 
the participants identified themselves as Special Care Dental Specialists who have 
undergone postgraduate training and been exposed to a broader clinical experience, 
which enables them to practise and apply problem-solving skills beyond that of a 
general dental practitioner. 
 
Among the participants, clinical surgical skills were perceived to be a vital component 
in Special Care Dentistry: “I think one of the strengths of Special Care Dentists, for 
people like myself, most of us are trained in dentoalveolar surgery.” [P1] This notion 
is further explained by another participant:  
 
“The big advantage is we can take up, let’s say with the IH (intellectually 
handicapped) or with the severe behavioural problems and things like that is you 
can’t have a look in the mouth until you get them off to sleep. With the patient, you 
find that there are some difficult teeth impactions or extractions. If you can do it all 
yourself, I think it’s a huge advantage to be able to be competent in dentoalveolar 
surgery.” [P2]  
 
This was further illustrated that in the same scenario, whereby the operating clinician 
(who may not be so inclined to perform difficult extractions) might have to abort the 
general anaesthetic. He or she would then have to refer to an Oral and Maxillofacial 
Surgeon for another separate general anaesthetic session or “do the panic call down 
into the department and say hey look I’ve got this problem, anybody free come up and 
bail me out”. [P2] This reflects the emphasis by the participants that Special Care 
Dentists must be proficient enough in their clinical skills to overcome most clinical 
challenges.  
 
There was also a notion that other dental specialists may not look beyond their area of 
specialty or interest, therefore excluding other aspects of available dental treatments 
that could potentially be performed in the same clinical setting (such as a general 
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anaesthetic setting). To elaborate further, one participant gave an anecdotal 
experience:  
 
“A Special Care patient presented to ED (Emergency Department), big fat face, the 
Oral and Maxillofacial team go and they do an incision and drainage under GA and 
pull out four rotten teeth which are in the quadrant related to the initiation of the 
swelling. But when you look in the mouth, there are a whole lot of other things, which 
are about to go wrong. They only sort out the immediate problem which means again, 
you’re back to two general anaesthetics for other dental treatments.” [P2]  
 
In most hospital services, access to general anaesthesia is often limited and must be 
justified appropriately due to the potential health risks and an ever-increasing service 
demand. From a dental infection standpoint, the treatment mentioned above may be 
deemed appropriate but looking from a Special Care Dentistry perspective, some may 
view the general anaesthetic to be a good opportunity to provide a more 
comprehensive care for patients requiring special care. However, acute episodes such 
as odontogenic infections may be life threatening and must be managed acutely 





It is clear that the participants believed that Special Care Dentistry is not a technical 
specialty in terms of dental skills: “You’re not going to be a dental specialist per se; 
it’s not a dental specialty as such. It’s a specialist of managing people in relation to 
their dental care, you know, isn’t it?” [P3] Most indicated that the uniqueness of 
Special Care Dentistry does not lie within the prowess of specific dental techniques 
but rather the overall approach to the patient while the patient is receiving oral health 
care.  
 
Patients who require Special Care Dentistry challenge clinicians not just in the 
technical aspect of dentistry, but also in its wider social context. Participants believed 
that “Special Care Dentistry is different from the other Specialty areas. You’re not 
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learning some specific clinical skill.” [P8] Participants felt that their profession is not 
just a ‘drill and fill’ dental specialty but require them to hone their skills in 
interpersonal communication, building rapport and trust with their patients and 
caregivers, as one participant remarked: 
 
 “You are actually learning how to apply your skills in lots of different environments. 
Be flexible with how do you keep listening and how do you make sure that you are 
listening appropriately, talking appropriately, liaising with the other groups in a way 
that’s constructive. That means you have to listen actively so that you’re 
communicating well with families and with carers. This includes communicating with 
other health professionals and other dentists.” [P8]  
 
Although it is appreciable that this can be applied to any areas of dentistry, one 
participant emphasised that managing and communicating with patients with special 
needs is one of the relevant and distinct skills in Special Care Dentistry: 
 
 “I think the reality is the way you manage people. I actually think that’s what most of 
it is, ‘cause a lot of the time it’s not actually about the technical side of it but rapport 
and trust with the patient. I think what happens is that people being too hung up on 
the actual technical side of it and forget about the patient there. It’s really how you 
manage them, so it’s actually coming up with a plan as we’ve got the luxury of doing 
probably appropriate treatment planning on most of them.” [P11] 
 
In this current study, it can be argued that the enhanced level of communication skill 
is one of the key distinctions that set Special Care Dentists apart from other 
disciplines of dentistry. It can be postulated that it is complemented by their 
underlying principles of a holistic approach to oral health and acknowledging the 
importance of improving the overall wellbeing of a patient. As one participant simply 





Although Special Care Dentistry training has a clinical focus, the roles of these 
specialists extend beyond the four walls of a clinical setting and usually involve with 
non-clinical responsibilities. As one of the specialists in their dental departments, the 
participants are perceived to have a more superior capability to take on other 
responsibilities. They are often ‘shoulder-tapped’ to various roles within their 
workplace and beyond, with high expectations to lead and advocate for their oral 
health service. However, it also may be reflected as part of succession planning of the 
department where senior consultants may ‘pass the torch’ of responsibility to younger 
colleagues: 
 
“People do come up to you because you’re a specialist. You have more roles to play. 
At the moment I’m sort of verbally at the role of Clinical Lead in Special Needs, 
which means you’re leading a team so in a way you’re responsible for the others and 
they do come to you for (advice) and sometimes I have to make the final decision.” 
[P1] 
 
Some of the participants hold leadership roles within their DHB organisation with 
roles such as Clinical Director and Primary Approving Dental Officer. Others are 
involved in professional network and advocacy groups at a national level. In fact, 
some participants are more involved in their non-clinical roles while others involved 
themselves in multidisciplinary medical teams such as Head and Neck Oncology 
Multidisciplinary Team. However, several participants sometimes felt over-
committed to various responsibilities, compromising their career in their workplace 
and perhaps their personal life. With limited number of Special Care Dentists in New 
Zealand, participants also felt that being a specialist does not equate to ‘superiority’ 
but rather seen as someone with professional obligation to lead and support their peers 
who are involved in education and research, particular in Special Care Dentistry. One 
participant indicated the responsibilities could be burdensome: 
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“Once you graduate and sometimes people start sending you things like they’ll ask 
you if you can mark a thesis or they’ll ask you if you can credential a paper or two. 
Then they start asking you to do these things and you feel very professionally 
responsible to do them. It starts to cut in on a lot of other responsibilities and then 
someone will put your name forward to support someone in a research proposal and 
all these little things just tally up and you just, you kind of think oh um, it’s quite a 
busy year.” [P5] 
 
However, it is important to note that Special Care Dentists are not Dental Public 
Health Specialists but they often must take on the role of an advocate and 
spokesperson for oral health promotion and education within the community 
especially for vulnerable populations. These responsibilities are considered an integral 
part of Special Care Dentists within the health care organisations. One participant 
emphasised that:  
 
“ Special Care Dentistry should be the advocate for oral health services because it 
will have the broadest view of most people because you’ve got a more general type 
view of the world, you know you’re not a periodontist or an orthodontist or any of 
those things. I think that’s a critical part of the role and being the logical person as 
the clinical leader for a service.” [P11]  
 
Being involved with public oral health care services, one participant remarked that 
Special Care Dentists also exercise their role as oral health educators and promoters in 
their work area: “You know so actually going out into another area to provided public 
health kind of education.” [P5] Most believed they have a role to play as an advocate 
for their patients, as the same participant [P5] indicated:  
 
“I think that as a Special Care Dentist, we like the clinical side, working with the 
patient. But then, we also need to be really good advocates and I’m not particularly 
good at that side of it as in you know, going out there and advocating publicly. You’re 
kind of expected to look after the patient but then also a voice on behalf of the 
patient…pushing your opinion or pushing for policy on certain things and yeah that 
side can be quite hard, yeah.” [P5]  
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However, it was also expressed that providing dental education to health groups such 
as Plunket can “sometimes be quite awkward or uncomfortable” [P5] and difficult to 
justify their efforts as they “find it hard to charge out time and services and for our 
professional opinion. Because we’re not doing something like building a filling, 
building a bridge, or pulling a tooth or that sort of thing.” [P5]  
 
Although oral health education and promotion were perceived to be important, there 
were some reservations among the participants of charging for their professional 
opinion and expertise when compared to other professions—where it is common to 
charge per hourly rates for their professional services: “A lawyer or an accountant 
wouldn’t have an issue with that.” [P5] This aspect raises questions regarding the 
reasons behind the reluctance to charge for their services and professional advice. 
Although it was not explicitly demonstrated in this study, it can be postulated that 
they are reluctant to charge for their professional opinions because they felt a sense of 
community service to the public as a health professional. In a different perspective, 
dentists who are trained with a clinical focus might feel their area of expertise lies in 
their ability to provide concrete interventions (such as restorative treatments) but not 
in promoting oral health beyond their clinical workplace. Perhaps, some clinicians 
undervalue their professional opinions and therefore reluctant to demand a fee for 
their service. 
 
However, some participants admitted their limited knowledge and experience in 
public health:  
 
“That’s the one thing that I didn’t get a lot of in my DClinDent27 was in public health 
and you know, the management side of things within a DHB ‘cause most Special Care 
Dentists are going to work within a DHB or a Government orientated environment. 
You probably have to have an idea on how the Ministry of Health works and how to 
advocate and push for certain services and how services work.” [P5]  
 
																																																								
27 Doctorate in Clinical Dentistry (DClinDent) is a postgraduate specialist dental qualification. 
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When questioned about how they learned about public health, most indicated that it 
was all ‘on the job’ working experience and attending meetings within the DHB 
environment: “I’m still only learning that and I’ve been at the DHB for the last ten 
years.” [P5] This limited understand of public health was a cause for concern as 
participants see themselves as spokespersons for their patients yet they do not have 
the expertise or the experience to facilitate advocacy or service planning. Nonetheless, 
some participants had to independently pursue non-dental related courses to 
compensate this deficiency in their public health knowledge: “I’ll go to public health 
conferences like the Pacific Quality forum that gives you that really broad overview 
and actually come back to the organisation knowing more.” [P11] 
 
The sample for this current study had a notable age range among participants (see 
Table 1), with majority (8) of the participants above 50 years old while the remaining 
others (3) are under 50 years old. In relation to their age and the number of years 
practised as a specialist, there seem to be three distinct phases of their career, which 
are further reflected by their roles and responsibilities in their workplace. Further 
scrutiny of career backgrounds showed that those who have at least 10 years of 
working experience as Special Care Dentists tend to be in leadership roles (and 
perhaps less focussed on clinical roles). In contrast, recently graduated specialists 
(less than 10 years) and those who are close to retirement age are more inclined to be 
in clinically orientated roles (or at least have fewer leadership responsibilities). In 
addition, when participants were defining their role and skills as specialists, those 
who had leadership roles within their DHBs tend to have a noticeably wider view of 
their role within the healthcare system. One group focus is towards ‘big picture’ 
public health view and advocacy, while others place more emphasis on a clinical 
focus. This suggests a chronological pattern of the career Special Care Dentists have.  
 
In the early part of their career, they are more likely to hone their clinical skills but as 
they advance into the prime of their career, they more likely to have non-clinical roles 
to lead and advocate for their oral health services. Perhaps during this time of their 
career, they are viewed as senior specialists who are familiar with the organisational 
operations of the DHB. Towards the end of their career, however, as part of their role 
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succession planning towards retirement, they relinquish their leadership roles and 
mentor newly appointed clinical leaders. 
 
It is important to note that most (if not all) would have little experience or training in 
non-clinical aspects of oral health, particularly with management and administration. 
Nonetheless, it is interesting to observe that most participants are expected to have a 
non-clinical role within their department, despite their lack of appropriate 
qualification and experience in management. To illustrate a point, for example, in a 
business enterprise, administrative managers are employed based on having the 
appropriate qualifications and experience in business management. However, in the 
‘business’ of public oral health, succession to leadership or administrative roles is 
plainly different and in some ways, carried out in an apprenticeship-like tradition. 
Successors are expected to ‘learn as you go’ rather than being ‘qualified for the job’28. 
This unorthodox culture of succession planning perhaps highlights the importance of 
mentorship and collegial guidance in the succession of non-clinical roles and revealed 




It is acknowledged that Special Care Dentists have enhanced patient management 
skills. Participants interpret their specialty to be ‘special’ in a sense that it is also 
taken as a philosophical view, not just as a ‘technical dental specialty’. There is 
certainly a tangible ethos of their profession throughout the interviews: “I think it’s 
the philosophy with which we treat the patients and see a whole patient, not just 
teeth.” [P2] The holistic approach to patient care is evident and fundamental among 
participants. The essence of patient-centred care (PCC) emanates throughout most of 
the interviews, as one of the participants commented: 
  
“A general dentist may see a mouth with a person, we (Special Care Dentists) see a 
person with a mouth, in other words, we go from the broad to the specific. You may 
have a person who’s got either a major behavioural problem or they’ve got a major 
																																																								
28	Controversially, some viewed this as a point of contention for leadership roles, particularly with 
those who are Dental Public Health Specialists. 
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medical problem, you’ve got to consider the broader (aspect of the) patient before 
you can treat the specific dental problem.” [P2]  
 
This concept of accepting a patient as a whole person—“not just ‘teeth with a person 
attached” [P2]—reverberated as one of the principles of the PCC conceptual 
framework for dentistry by Scambler and Asimakopoulou (2014). The authors 
described that PCC should be ‘focusing on care that is tailored to the needs of patients 
in its broadest sense’ (Scambler and Asimakopoulou 2014). In a Canadian study, 
Loignon and colleagues (2010) examined dentists who worked within socially 
vulnerable communities and identified their certain skills and approach to care. To 
close the gap between dentist-patient relationships, they reported that the dentists took 
the time to know their patients and understood their patient’s social context. They 
discovered that these dentists showed empathy without judgement when treating these 
patients (Loignon et al. 2010). Interestingly, the authors pointed out that these dentists 
did not receive any training in PCC and yet display the principles of PCC in practice. 
Although admittedly not generalisable to all dental practitioners, the authors 
postulated that at least in practice, PCC in dentistry is achievable. 
 
Although there is no universally acknowledged definition of PCC, it is defined as 
‘providing care that is respectful of and responsive to individual patient preferences, 
needs, and values, and ensuring that patient values guide all clinical decisions’ 
(Institute of Medicine Committee 2001). It was first described in a book ‘Through the 
Patient’s Eyes’ that discussed different models of patient care (Gerteis et al. 1993). 
Once just a ‘buzzword’ among health care services, PCC is gaining momentum to 
become a mainstream model of care. In New Zealand, the rights of all health care 
service users are protected by law under the Code of Health and Disabilities Services 
Consumer Rights that is regulated through the Health and Disability Commissioner 
Act (Health and Disability Commissioner 1994; 2014). In fact, the key principles of 
the Code of Rights reflect the foundations of PCC. Moreover, the Association of 
Salaried Medical Specialists (ASMS) has recently highlighted the concepts of PCC to 
the foreground of the medical (and dental) community, raising awareness of its 
potential benefits and implication for the New Zealand healthcare system (Keene 
2016a; 2016b; 2016c). PCC is proven to be effective in improving health care 
 100 
outcomes by means of reducing use and cost of health care, increase patient and 
physician satisfaction and enhanced health literacy (Bertakis and Azari 2011). 
  
However, PCC has its unique challenges in making an indelible footprint in the 
practice of ‘real-world’ dentistry around the world, and it is still a ‘work in progress’ 
within the literature (Scambler et al. 2016). Barriers such as poor patient interactions 
and practice factors such as limited time and financial resources have been shown to 
hinder the implementation of PCC in dental practices (Asimakopoulou et al. 2014). 
Currently, most of the available dental literature on PCC is focused on vulnerable 
groups instead of general population, which suggests some difficulty in feasibility and 
application to everyday dental practice. Moreover, the concept is still poorly 
understood by many and how it is applied within the dental community to measure 
outcomes of PCC is yet to be investigated (Mills et al. 2014).  
 
The traditional model of the clinician-focussed authority over health care of a patient 
is no longer considered acceptable. However, in a patient-centred approach, patients 
are empowered to improve their health with the support of a health provider (Mills et 
al. 2013). Although most of the participants did not overtly state this, one of their 
underlying principles in providing care for their patients seemed to reflect the need to 
treat the patient as a person in their own entity, which is one of the key principles of 
PCC (Gerteis et al. 1993). One participant commented that in Special Care Dentistry: 
“there is a trend towards patient-centred care as it implies that we have looked at the 
person as a whole person, considered everything that’s required to give them to a 
better quality of life and providing care based on those considerations. That’s the 
crux of the specialty.” [P7]  
 
PCC is an important aspect of Special Care Dentistry. Clinicians need to consider the 
various biopsychosocial aspects of patients who require Special Care Dentistry. It was 
found that those with low health literacy, cognitive impairments, and who are socially 
disadvantaged tend to have the greatest need of PCC model of care to improve their 
health outcomes (Epstein and Street 2011; Mills et al. 2013). Applying the PCC 
principles as a foundation, patients requiring special care not only need to be 
respected and valued as a person but also usually require physical and emotional 
support with the involvement of their family and caregivers. Access to care and 
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constructive communication with reliable information are required for continuity and 
coordination of care (Institute of Medicine Committee 2001). These principles should 
not be exclusive to Special Care Dentistry but to be applied to all facets of oral health 
care. 
 
However, a recent Cochrane review article highlighted that research in patient’s 
perspective in PCC is still lacking (Gartlehner and Flamm 2013). As the concept of 
PCC is still evolving in dentistry and the wealth of knowledge how dental 
professionals perceived PCC is growing, it is also vital to explore PCC from a 
patient’s perspective. In fact, exploring the patient’s view of PCC would prove to be 






The International Classification of Function, Disability and Health (ICF) is a 
classification of health and health-related domains, which is used as a framework to 
create tools for measuring health and disability at individual and population levels 
(World Health Organization 2001). The ICF provides a common language towards 
addressing the functioning, disability and health of an individual or population across 
different cultural context and settings. The ICF is intended to complement and serve 
as an extension to the International Classification of Diseases (ICD-10) to describe 
the functional status of a person while the ICD contains information on the diagnosis 
and health conditions. The current ICF supersedes the previous versions of the World 
Health Organization (WHO) framework for working with people with disabilities, 
which was the International Classification of Impairments, Disabilities and Handicaps 
(ICIDH-2) (World Health Organization 1999). The ICF focuses on the functional 
level of health through the context of two health domains, which are body functions 
and structures, and activities and participation (Figure 4). These two domains are 




Some recent research explored the utilisation of the ICF in the context of Special Care 
Dentistry (Dougall et al. 2015; Faulks et al. 2013; Norderyd et al. 2014). An earlier 
study challenged the current definitions of Special Care Dentistry by using ICF as a 
conceptual framework to describe individuals who require Special Care Dentistry 
(Faulks and Hennequin 2006). The authors proposed that the ‘persons requiring 
Special Care Dentistry are those with a disability or activity restriction that directly or 
indirectly affects their oral health, within the personal and environmental context of 
the individual’ (Faulks and Hennequin 2006). They postulated that their definition is 
more appropriate and in line with the current ICF but also diverges away from the 
medical model of disability—the ICIDH, and acknowledging the emerging 
contemporary biopsychosocial views of disability. The authors argued that an 
established definition is relevant for populations with special needs especially for 
epidemiological studies as data collected would represent this population more 
appropriately and corroborate for allocation much-needed health care funding, 
workforce planning and access to health services. In fact, New Zealand Ministry of 
Health epidemiologists adopted the concept of ICF and designed the recent years of 
the New Zealand national surveys of health and disability based on the ICF 
framework (Ministry of Health 2007; Statistics New Zealand 2013a). As development 
of the ICF in Special Care Dentistry research ensued, the core set of ICF is now 
considered part of Special Care Dentistry teaching curriculums in undergraduate and 
postgraduate programmes (Dougall et al. 2014a; Dougall et al. 2014b; Faulks et al. 
2012). 
 
However, in this current study, only two participants referred to the ICF as a way to 
describe Special Care Dentistry. This reflected the limited awareness of using the 
concepts of ICF describing Special Care Dentistry within the dental community as 
one participant remarked: “If you’re asking that question, that means New Zealand 
have not embraced the ICF and New Zealand is behind times. It’s been used all 
around the world at the moment.” [P7] This perhaps also suggests the understanding 
of the dentists towards disability may not be in line with the current World Health 
Organization’s ICF model of disability. Despite the adoption and application by the 
New Zealand Government, this notion further indicated the lack of awareness of 
disability within the dental community, which may determine how dentists perceive 
individuals with disabilities and ultimately their oral health. 
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One participant explained the ICF concept is applied to an example of an individual 
who had a stroke by focusing on their body function and structures and how it related 
to their oral sphere—the mouth and the teeth: “Someone that’s had a stroke may be 
able to brush all the quadrants of their mouth except the upper left. In terms of the 
ICF, functionally they can clean most of their teeth except for the upper left and it’s 
not focusing on the fact that they’ve had a stroke.” [P7]  
 
Using the concepts of ICF, the same participant [P7] illustrated that the individual is 
viewed as an entirety and treated as a whole person and: “not focusing on the 
disability but it focuses on what that person’s ability to do for him or herself. As a 
profession, we (Special Care Dentists) would make up that deficit while taking 
considerations of their function on lots of different levels, intellectually and socially 






Figure 4 Diagram of the relationship within the international classification of function, disability, and 
health. Adopted from ICF, WHO 2001. 
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This illustrates that Special Care Dentistry approaches an individual with oral health 
care needs in its broadest sense—considering the social context of the person and not 
just the medical condition(s). 
 
In contrast, while there are movements within the medical community to migrate 
away from previous models of disabilities such as the ICIDH-2 (1999) and ICIDH 
(1980), the medical model of disability is still considered to be widely used in 
dentistry (Scambler et al. 2011). These older conceptual models are perceived to 
emphasise on individuals’ impairment as the cause of disability and handicap. 
Disabilities movement groups perceived this as a negative and archaic school of 
thought (Scambler et al. 2011). To iterate further, applying the medical model to the 
previous example of a patient with stroke:  
 
“All you see is a cerebral vascular accident and infarcted brain tissue, you don’t 
actually see the functional ability or the person underneath whereas the ICF actually 
looks at function and it’s actually a much more rewarding way of looking and looking 
after people. It’s a much more empowering way of looking at disability.” [P7] 
 
 The current ICF acknowledges that disability is part of the human conditions, where 
it is temporal or activity dependent (Faulks and Hennequin 2006) as one of the 
participants commented: “Disability can occur for a period of time where someone 
has mental health illness or is recovering from acute illness. For instance, a 
haematology patient.” [P8] Participant [P8] gave an example—a patient who has a 
haematological disorder (for example, Haemophilia A) would require a Special Care 
Dentist and Haematological support in a hospital setting for an extraction of tooth. 
However, they would not require access to hospital services for routine dental 
examinations. In the context of ICF, the patient would not be considered ‘disabled’ in 
other occasions (temporal domain) but yet require specialist care when he or she 
requires a tooth extracted at a hospital (activity and body structure). This implied that 




Using the ICF as a framework to define Special Care Dentistry may certainly seem as 
unfamiliar territory to some. It has its challenges while it is still considered a 
theoretical model in the context of dentistry. A worldwide, two-round survey was 
recently conducted to explore the utilisation of the ICF as determinants of adult oral 
(by dental, medical and non-medical professionals) involving 74 countries29 (Dougall 
et al. 2015). It reported that at least 80% of the participants agreed that the ICF would 
be an appropriate direction forward when the holistic aspects of oral health is applied 
as measurable outcomes because it describes broader aspects of oral health. How 
Special Care oral health services are delivered and who has access to it is dependent 
on how Special Care Dentistry is perceived in the near future. For Special Care 
Dentistry to be continually identified as a specialty that is holistic and patient-centred, 




“In 1990 when I got it on my certificate it says, Specialist in Hospital Dentistry. 
There’s nothing about Special Needs.” [P6] 
 
The alternative term that some participants preferred was ‘Hospital Dentistry’, which 
in a historical context, was the term used in New Zealand before changing to the term 
‘Special Needs Dentistry’ in 2001 (Punshon 2015). Some participants were 
recognised as ‘Hospital Dentistry’ specialists when they first gained their specialist 
qualifications. This term was not only exclusively used in New Zealand but also in 
other countries (Dougall and Fiske 2008; Glassman and Subar 2009; Sippli et al. 
2017b; Yeaton et al. 2014). 
 
To a certain degree, Hospital Dentistry appeared to be appropriate at a glance, as it 
denoted the physical clinical environment but also the patient group. A hospital 
patient treated in the hospital because they require hospital-level care. However, 
today, this term arguably no longer applies to this particular population. Historically, 
patients requiring special care (especially those with intellectual disabilities) and 
																																																								
29	Unfortunately, New Zealand was not involved in this study.	
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hospital inpatients are treated within institutions, and commonly with those in long-
term stays. Today, most of these patients are living semi-independently or 
independently within the community (Borromeo et al. 2014; Stanfield et al. 2003). 
Community oral health services such as general dental practices can easily care for a 
significant proportion of these patients. (Dougall and Fiske 2008; Gallagher and Fiske 
2007). In fact, in the UK and to some extent in Australia, most patients who require 
special needs are treated in community-based clinics. Moreover, the patients of today 
that require Special Care Dentistry are defined in a wider context and are no longer 
limited to hospital level patients but also to those who are potentially vulnerable 
including older people, socially vulnerable and varying spectrum of mental health 
patients (Ettinger 2000).  
 
However, those who preferred ‘Hospital Dentistry’30 felt the name ‘Special Needs 
Dentistry’ somewhat confusing for other health professionals as the name itself may 
imply their scope of practice was only to treat those who have special needs (for 
example, those who are intellectually disabled). Subsequently, it made it harder to 
define their roles as Special Care Dentists working within the public hospital system, 
as one of the participants stated: “When it was Hospital Dentistry, I think it was easy 
to define.” [P2] However, one of the participants countered: “I sort of like part of the 
old term 'Hospital Dentistry’ because for where we are, having a good generalist 
dentist who can sort of stabilise a fracture and then go onto a screaming severely 
autistic 14-year-old and then manage that in the hospital.” [P11]  
 
Anecdotally, another commented that there was confusion about Special Care 
Dentistry at his workplace:  
 
“In the District Health Board hospitals, we probably called ourselves Hospital 
Dentists more than Special Needs (Care) Dentists. It just makes things easier for 
everyone to understand what Hospital Dentists (are) and compared to Special Needs 
																																																								
30 Interestingly, those who preferred ‘Hospital Dentistry’ are older participants, which reflected the 
historical context of Special Care Dentistry, when it was previously named as “Hospital Dentistry’. 
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Dentist because it takes them a while to understand the whole concept of the 
specialty. They know our role (as Hospital Dentists).” [P1]  
 
This perhaps reflected the level of understanding of the specialty of Special Care 
Dentistry by medical and dental professionals alike. This was also reflected in other 
countries, where Special Needs Dentistry may not be synonymous with Hospital 
Dentistry. One participant candidly shared an anecdotal experience of explaining his 
specialty to other overseas clinicians in a conference:  
 
“I know when I go overseas to conferences, say the (United) States and I say I’m a 
Special Needs Dentist and they look at me like ‘what am I talking about, you know? 
Am I special needs? I say no, no, I’m not special needs. No, I say look I’m a Specialist 
Hospital Dentist’. It is confusing. I don’t know who came up with calling it Special 
Needs. I don’t know why they could have, I suppose you could call it Community 




The striking feature of the definitions given by the participants was that none of them 
coincided with each other and they admitted that it was challenging to define. 
Although there were a few participants that quoted Special Care Dentistry definitions 
from the DCNZ and the RACDS, one defined Special are Dentistry quite concisely: 
“Special Needs (Care) Dentistry is really, in my view, you are the oral physician. So 
you need to have a broad overview of the whole of dentistry and be able to draw on 
more of those different components in a special way to provide special care.” [P7]  
 
Another participant described: “Special Care Dentistry is defined as a provision of 
oral health care services, and support for oral health care to people who have a 
range of limitations or (require) additional needs.” [P8] 
 
At a glance, these two definitions appear to be quite dissimilar to one another and 
distinctly divergent from the DCNZ definition of Special Care Dentistry. However, at 
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closer analysis, these two definitions focus on the delivery of oral health care and do 
not emphasise the individual’s disabilities. In fact, they did not use the word 
‘disability’ in their definitions. In some ways, this can be perceived to be more 
‘disability neutral' and carry less perception of a ‘social stigma’. Also, these two 
definitions can be said to have embraced the principles of the current definition of the 
ICF (World Health Organization 2001). Conceivably, this may indicate the changing 
winds of perception of Special Care Dentistry within the dental community—or at 
least, within Special Care Dentistry. 
 
Despite their personal preferences of the name and definition of their specialty, all 
participants also agreed that it is the quality of care and outcome that is paramount, as 
one participant neatly puts it:  
 
“The specialty (Special Care Dentistry) has got to take all those things into account. 
The care delivery and the improvement and the quality of life for that person for 
whatever the reasons, whether or not it’s medical, physical, intellectual, psycho-
social, whether or not they’re homeless or a prisoner or a drug addict, it doesn’t 
make any difference. It has got to take all these into account.” [P7]  
 
Special Care Dentistry is regarded as specialist dentistry that is holistic in its 
approach. It is complemented by a multidisciplinary clinical skillset that can adapt to 
care for the oral health needs of a diverse patient group. The term ‘Special Care 
Dentistry’ is perceived to take on a broader view of a patient care within a spectrum 
of patient groups. It is also viewed to be more acceptable by international dental 
communities. It can be debated that it is purely a semantic difference and yet a single 
word change can impact on how the participants perceived their profession and their 
approach to delivering oral health care. Most dental specialties are described by a 
particular set of specialised technical skills. As illustrated by the participants, Special 
Care Dentistry diverges itself from this for various reasons. Special Care Dentists 
defined themselves as dental specialists that approach patient care in its broadest 
context and yet able to individualise oral health care for their patients. Their roles and 
skillset are vast and far-reaching as they are involved in the grassroots level of 
delivering specialised dental care while having an overarching responsibility in 
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leading oral health advocacy at organisation level of health care. These valuable 
insights of the participants not only presented the challenges to define Special Care 
Dentistry but sheds light into their unique attributes such as their diverse roles and 
skills and their distinctive ethos of care. 
 
The foundation principles of patient-centred care are found to be the underpinning 
cornerstone of Special Care Dentistry while embracing the ethos of ICF of the World 
Health Organization. Perhaps unintentionally, Special Care Dentistry challenges the 
current understanding of dental clinicians towards their own approach to people with 
disabilities and their principles of care. The quintessence of Special Care Dentistry is 
distilled down to one key element, the patient care. Conceivably, by incorporating the 
essence of ICF and the principles of patient-centred care, and borrowing the works of 
Faulks and Hennequin (2006), one could propose the following: Special Care 
Dentistry can be defined as a discipline that provides patient-centred oral health care 
for those within the spectrum of disabilities and activities restrictions that affect their 






Interactions between health professionals working in an organisation such as DHB 
hospitals are part of day-to-day work. Patients that present to hospital are usually 
cared for by a team involving various fields of medicine to attend to their specific 
medical needs, which includes other health professionals such as physiotherapists, 
registered nurses and many others. Communication and interprofessional interactions 
for collaborative care are essential for providing quality health care. Special Care 
Dentists who work in hospitals are usually familiar with a team care approach because 




Special Care Dentists are recognised as dental specialists in New Zealand DHBs 
through the ASMS. Participants felt that their medical colleagues accept them as 
specialists and acknowledge them as equals. One participant commented how he felt 
he was well respected among his medical peers: 
 
“I found working in the hospital within dentistry, there are no challenges. Everybody 
basically accepted you as a person. They accept you as a person first. I’ve always had 
a very good relationship with medical colleagues working in a hospital. I certainly 
had no obstacles just because I was a dentist.” [P2] 
 
It was encouraging to affirm that medical professionals see Special Care Dentists as 
their equal peers. General dentists and specialists working in the DHBs are 
recommended to be part of ASMS in New Zealand, allowing dental professionals to 
be part of the greater medical fraternity and to participate in the political issues 
affecting health care professionals 31. As a valued part of the ASMS, it gave the dental 
profession a ‘voice’ among other health professionals, advocating for their dental 
																																																								
31 Those working for the university however, are excluded and are unable to join the ASMS. 
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profession and oral health services within the public health sector. Dental 
practitioners within the hospital share the same remuneration contract as the medical 
doctors, achieving pay equity and other concrete benefits, which in turn create a 
favourable work environment for collaborative care. Participants felt positive about 
having the opportunity to be recognised as equals and valued by their medical peers. 
It encouraged most participants to remain working within the DHB. One participant 
remarked that working in the hospital encouraged him to specialise in Special Care 
Dentistry: 
  
I must admit it did, you know, a bit like you’re saying you know you’re doing the 
Hospital (work) and you’d like some recognition in doing Special Needs. It’s a sort of 
a step up the ladder sort of thing. And I found you know it really did hoist and build 
me up and give me the incentive to stay on in the hospital, which has been a great 
part of my professional career, I must admit. [P6] 
 
Interestingly, some participants admitted that their specialty might not be as well 
recognised when compared with other hospital-related dental specialties (for example, 
Oral and Maxillofacial Surgery) among their medical and dental colleagues: “I find 
that a lot of people don’t know who you are still, even in a small DHB. ” [P5] Perhaps 
this indicated the low profile of Special Care Dentistry within DHB, particularly in 
provincial hospitals, in which Special Care Dental Specialists are not readily 
accessible. In addition, Oral and Maxillofacial Surgery is also recognised as a 
vocational specialty by the Medical Council, which may have raised its profile within 
the medical community compared to Special Care Dentistry. 
 
Despite being recognised well by their peers, some felt that some of their medical and 
dental colleagues refer patients to them as a ‘last resort’, where their peers perceived 
Special Care Dentistry as the terminal of dental care. They believed that their medical 
colleagues did not understand Special Care Dentistry’s role within the hospital, which 
could explain in part why some patients are inappropriately referred to Special Care 
Dentists as one explained: “There wasn’t a specific (role), nobody really knew what 
Special Needs Dentists should be doing. So it was a bit of a dumping ground, it was 
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anything that was in the too hard basket, and it was everything for one person, i.e. 
me.” [P8]  
 
The participant noted that the specialty was relatively unknown and new to most 
medical (and dental) professionals at the start of her specialty career. She remarked 
that when she was only (and the first) qualified Special Care Dental Specialist at her 
workplace, little support was available for her. Due to the lack of recognition of the 
specialty, the dental department services were not orientated for Special Care 
Dentistry as participant [P8] further iterated: “There was no structure or leadership 
within the department about and there was nobody to really mentor me either. I was a 
bit of a dumping ground. I didn’t really have a mentor and it was quite a challenging 
sort of first five years probably.” [P8]  
 
Many others felt this notion in the early years of Special Care Dentistry because the 
specialty (and the specialists) was essentially non-existent in New Zealand. Several 
participants indicated that the hospital dental services in their early careers were 
mostly providing episodic relief of pain and emergency services, hence in an extent, 
most were orientated around Oral and Maxillofacial services. It suggests that Special 
Care Dentistry’s role in hospital services may not have been well defined. Many felt 
that they had to ‘trail blaze’ their career pathway and their role because of the lack of 
understanding of Special Care Dentistry. Unfortunately, it seem this disparity remains 
at large within the dental community and beyond. Unlike the robust and well-
established discipline of Special Care Dentistry within healthcare systems such as the 
UK’s National Health Service, Special Care Dentistry in New Zealand is very much 




Interprofessional Collaboration (IPC) is described as a practice in ‘health care that 
occurs when multiple health workers from different professional backgrounds provide 
comprehensive services by working with patients, their families, carers and 
communities to deliver the highest quality of care across settings’ (World Health 
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Organization 2010). This approach was introduced worldwide to meet the demands of 
health care complexities and health workforce crisis. It is a concept that is applied in 
health care sectors and to a much lesser extent in oral health care (Glassman et al. 
2016; MacEntee 2011; Southerland et al. 2016). A 2009 Cochrane study explored the 
impact on patient satisfaction and outcomes in health care practices that used IPC 
interventions (Zwarenstein et al. 2009). Albeit only five studies met their criteria, they 
found that IPC improved the overall clinical outcomes of patients such as shorter 
hospital stays, lowered cost, and safer medication use. Unfortunately, the Cochrane 
review did not include any studies relating to dentistry. 
 
One of the unique features of dentists working in a hospital is that they have the 
opportunity to work with other non-dental health care providers such as nurses and 
medical doctors. Most participants stated that they enjoyed the camaraderie and the 
ability to develop synergistic collegiality with other health care providers.  
 
In some areas of provincial New Zealand, health professionals provide visiting clinics 
to improve healthcare access to remote areas of the population. This service usually 
consists of a team of various health professionals catering a range of health care 
services. One participant is involved in such arrangement. Although she had initial 
concerns about her capabilities to be involved, she eventually enjoyed and felt 
essential to be part of the team, as she explained: 
  
“The funny way we have achieved (collegial camaraderie) is we fly up to Kaitaia on 
the little plane, where a whole group of other (health professionals), there’s you 
know, anaesthetics, diabetes physicians and we do the clinic together. The team are 
excellent and all the people work hard and are into it. They are very accepting of me. 
I was a bit worried at the start but I’ve never had a problem, never. They are so 
grateful for us (dental) going there.” [P3] 
 
Collaborations among interdisciplinary health professionals are common, and these 
have beneficial implications for patient care. Medical and dental specialists, each with 
their respective field of expertise provides clinical knowledge and experience in 
multidisciplinary teams for the best outcome for the patient, as one commented their 
experience: 
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“We’re in an outpatients centre so you’ve got the General Surgeons, the ENT32 
Surgeons, the Ophthalmology all there and we’re all great mates and we all get on. 
The multidisciplinary team for head and neck, we are all there and we all work 
together. ENT might say ‘oh we’ve got some person we’re doing a procedure on, can 
you come check their tooth out or whatever. So that’s one of the best aspects of the 
job.” [P10]  
 
Collaborative care is perceived to be cost efficient and reduces the waiting list for 
treatment (Glassman et al. 2016). Using the example of general anaesthesia, it can 
potentially decrease the number of accumulative general anaesthetic sessions that a 
patient requires to complete their global treatment needs. However, successful 
execution of collaborative work requires careful planning and collegial partnership. 
One participant agreed that this collaborative approach as one of the positive and 
rewarding aspects of their job: “That’s probably one of the better parts of the job 
actually is working with your medical colleagues.” [P10] Medical professionals and 
dentists in the hospital settings strive and work together to provide the best care for 
their patients. Collegial support from their medical peers was sincerely appreciated by 
all participants, particularly when participants are not familiar in certain aspects of 
health care. One participant illustrated how she was well supported by her colleagues 
in cases with social services:  
 
“I’ve found Paediatrics really good lately, had three kids all from the same family on 
the general anaesthetic list and suspected a bit of neglect from the family. I had some 
responsibility to actually report them to CYFS33 and that I actually needed to get 
other people involved and the Paediatrics guys have been really really helpful on how 
to do that sort of thing. Our DHB, they tend to support our dentists as if we are just 
another medical specialty. I’ve found that most of the interactions I’ve had are very 
receptive and very helpful and yeah it’s a give or take sort of thing.” [P5] 
 
The consensus among the participants seems to have a positive outlook towards 
interprofessional collaboration with their medical peers. The participants perceived 
																																																								
32	Ear, Nose, and Throat Specialist Surgeon (ENT). 
33 Child, Youth, and Family Services (CYFS) is a government agency that helps to intervene to protect 
and help vulnerable children. 
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that the collaborative relationship shared is mutually favourable and beneficial. They 
cited that it promotes interprofessional camaraderie and enhances their delivery of 
health care. However, one qualitative study reported contradictory findings when they 
investigated collaborative experiences between medical general practitioners and 
dentists in Germany (Sippli et al. 2017b). Their findings indicated that there were 
differing expectations between the medical doctors and the dentists and identified 
substantial barriers that hindered collaborations. The dentists were interested in future 
partnerships; the medical doctors, however, did not welcome collaborations and 
concluded that it was unessential to their practice. Nonetheless, the study only 
explored the relationship between general medical practitioners and private practice 
dentists within the community rather than hospital-based health professionals. The 
study would be more relevant if it considered the interactions between dental and 




By being involved in multidisciplinary medical teams, dentists are able to raise the 
profile of dental services within the hospital organisations. This collaboration has not 
only improved the awareness and understanding of dentistry among medical 
professionals but also improved access to oral health services for patients through 
better referrals. By being constantly on the ‘radar’ of medical physicians, participants 
felt the quality of their patient referrals improved. One participant appreciated their 
relationship with their medical peers: “We’ve got really good relationships with all 
the specialties in the hospital especially the Paeds team, if they get a new kid with 
special needs, they just refer it to us.” [P11] However, several participants still felt 
that they had to proactively promote their services and their roles by being involved in 
various medical related committees. One participant commented, “We make a lot of 
effort to attend multidisciplinary meetings and to maintain good relationships 
reasonably.” [P8] Raising and maintaining the visibility of oral health services seems 
vital to sustaining their professional relationship with their medical colleagues. It was 
felt necessary to continue to promote oral health care services to their medical 
colleagues as an important aspect of health and easily accessible: 
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“Assertive isn’t the right word but that we’re always available for feedback, question 
and help. We will ask how much more can we help? We are a service that wants to be 
flexible and involved in patients. We want to be approachable (and visible), we work 
really hard.” [P8]  
 
The participants implied that a high profile of oral health awareness within their 
workplaces must be maintained, with the participants seeing the benefits of such 
effort. The benefits are mutual for both the dental department and other medical 
departments. Dental and medical colleagues not only enjoy the positive professional 
rapport between colleagues, but their patients also have better access to care due to 
enhanced referral pathways between the medical and dental departments, as one 
participant stated: 
 
“We have a really good relationship (with medical colleagues) and we have a thing 
called Pathways. It has really raised the profile for oral health especially within 
medical professionals. I think we get very good feedback and we get really good 




There is mounting evidence that there are associations between oral health and 
systemic diseases. Particularly in periodontal health, there is emerging evidence of 
risk factors that interact with chronic illnesses such as cardiovascular disease and 
diabetes (Rautemaa et al. 2007; Seymour et al. 2007). However, some participants 
expressed differing opinions about the level of understanding of oral health among 
their medical colleagues. One commented that their medical colleagues not only did 
not have an understanding of the oral health but also the lack of awareness of the role 
of dentistry in general health:  
 
“It’s not great. They wouldn’t know what we do. Most doctors think of the human 
body as separated from the head but with an attached brain and that’s about it. So 
that’s where it stops. A lot of them wouldn’t really understand the role of Dentistry. 
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Wouldn’t really understand what they were looking at within the mouth ‘cause they 
just haven’t been trained and some of them, there’s a minority of them who make 
mistakes.” [P4] 
 
This notion was expected for most as they widely agreed that their medical peers did 
not receive adequate input about oral health in their training. An American study 
evaluated the oral health knowledge of medical professionals, specifically surveying 
their predoctoral training and attitudes towards oral health (Shimpi et al. 2016). They 
found that only 16% felt that they had sufficient training in oral health related topics 
at their predoctoral training. Moreover, 68% of the sample infrequently referred 
patients to their dental colleagues. The study’s low response rate of 14% (of the 
sample size of 1407) could also reflect the low-level interest in participating in oral 
health care (and its research) among the physicians. Conversely, the participants in 
this study admitted that dentists might also not be trained to look beyond the teeth and 
other aspects of health. One participant felt that this perhaps reflected the 
undergraduate training priorities (and deficits) for both of the medical and dental 
programmes as he commented: 
 
“I think the other thing too; to bear on that one is that there is very little dental 
training in medical school. We always said that dentists saw what was in front of the 
anterior pillar of fauces and the doctors only saw what was behind the anterior pillar 
of fauces...in other words, you know so they (doctors) saw throats, while we (dentists) 
saw teeth and mouths but we didn’t see tonsils and things like that.” [P2]  
 
Acknowledging that the medical training programmes have limited exposure to 
dentistry, the participants felt that it is the responsibility of the dental community to 
promote and educate the medical community because: “Some (medical) programmes 
don’t get any (dentistry lectures) you know so I think we could do. I think that, as a 
profession we could do a lot. Again, we come back to education.” [P4]  
 
At their workplace, the participants felt that they are recognised as “experts on the 
teeth, mouth and oral function.” [P2] They are regularly called among to be part of 
 119 
other medical fields to provide expert advice, collaborating to support patients’ 
overall health. One participant illustrated an example how Special Care dentists are 
involved: 
 
“I’ve always found the medical practitioners very willing to learn from us. You’ll get 
into certain areas, let’s say like in an ICU where you have people chronically 
intubated and things like that. It's well known that prolonged intubation can increase 
the risk of ventilator aspiration pneumonia if they got poor oral hygiene. Therefore 
the ICU nurses are only too willing to learn to become involved, they would spend 
time so there was a lot of cross fertilisation of ideas going on and they wanted to 
learn about the oral side of things but that’s in a hospital setting.” [P2] 
 
Although participants did not overtly indicate, the examples and anecdotal accounts 
of participants seem to suggest that registered nurses and other allied health providers 
were more likely to seek their advice rather than medical doctors. This is particularly 
true with other health care providers such as registered nurses are directly involved 
with their patients care. Perhaps this could reflect that there is some emphasis in oral 
health in the training curriculum of the nursing. Participants noticed that health 
professionals such as nurses recognised the impact of oral health in general diseases 
and disorders, leading them to be eager to learn or seek dental professionals for their 
expert advice, as one remarked: “They value oral health for a lot of their patients. So 
even people like occupational therapists and nurses, you know Haematology nurses 
they all coming to us to ask for guidance” [P1] 
 
Hospital dental clinicians have a broad role within the hospital setting. Their role can 
be seen to be actively involved with other areas of health care. The interactions 
between the participants and their colleagues demonstrated their roles as champions 
and advocates for oral health within the hospital. The concept of ‘cross fertilisation of 
ideas’ [P2] suggested that IPC practice among health care providers is a two-way 
learning among health professionals with the goal of providing the best outcome for 
their patients. Notwithstanding the observed limited understanding of their peers, the 
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participants were eager to share their wealth of knowledge and expertise with their 




Some participants admitted there were deficits in their depth of knowledge, especially 
in areas of medical and public health despite their postgraduate training. One 
participant remarked: “Quite a lot of times I feel out of depth (medically), and I have 
to go and look it up.” [P10] Although their training and experience provided them 
with the core basics of medical knowledge, they felt that their knowledge is still 
insufficient because they did not attain a medical qualification, as one participant 
stated: 
 
“I do find it a wee bit limiting not having a medical qualification because we 
admitted, first of all in hospital dentistry, you’re dealing with a medically frail, the 
medically unfit people largely and if you put them into hospital basically under 
general anaesthetic, you need to know more than just basics.” [P2] 
 
Special Care Dentists often treat patients with varying levels of medical complexities, 
regularly with compromised comorbidities. Patient’s general health must be taken into 
consideration as part of their patient management. The participants felt the challenges 
of being well informed and keeping up with the contemporary practice of medicine. 
Without a medical qualification, the same participant [P2] commented: “I found all 
medical colleagues have one thing in common is they’ve got an MBChB34, they have a 
very wide scope of knowledge. It’s very hard to keep yourself up-to-date on all 
aspects of medicine.” [P2] 
 
However, participants managed to cope with their perceived limited knowledge of 
medicine. It was apparent that they valued their collegial support immensely and 
enjoyed the benefits of working in a hospital where expert medical advice is readily 
accessible. Whenever they felt they were out of their depth, they can rely on their 
																																																								
34	Bachelor of Medicine, Bachelor of Surgery.	
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medical colleagues for advice on managing their patients. Participant [P2] gave an 
example of his own experience: 
 
“The kind of things are here (in the hospital) are great, so you can just give the 
doctors a ring or an email or something a rather and say I’ve got this patient that 
needs your input. The reality probably was that 98% of the time there were no 
problems. Generally, my fall-back position was I’d ring up the Medical Registrar and 
say we’ve got a patient on the ward or the house surgeon is struggling, I’m a dentist, 
can you go and have a look at the patient for us (laughs) so that was the way you got 




Special Care Dentists being recognised as specialist consultants allowed them to gain 
an attractive remuneration from the specialist pay scales of the ASMS. They enjoyed 
the same privileges their medical peers, which include: CME funds, paid annual and 
sick leave, secondment and sabbatical leave. They also enjoyed the collaborative 
work in a multidisciplinary team environment, which often involved with other 
medical specialties. Participants admitted that there are some concerns regarding the 
expected level of oral health knowledge among their medical colleagues. It 
highlighted the need for better undergraduate education for medical students and 
continuing professional education for physicians in regards to oral health. However, 
in vice versa, this is also true where the participants admitted that there are significant 
deficits in medical knowledge among the dentists and specialists.  
 
It was interesting to examine the interactions of Special Care Dentist with their 
colleagues. Special Care Dentists have the advantage of easy access to medical 
expertise and collegial support within the hospital environment, while in return the 
participants lend their oral health expertise to support their colleagues’ patient care. 
Participants enjoyed these unique attributes of working in a hospital setting because it 
enhances their delivery of oral health care and indirectly benefits patients’ access to 
other types of medical support. These invaluable collegial interactions between the 
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participants and their medical colleagues highlight one of the underpinning contrasts 





In this study, participants were also asked of their perception of general dentists in 
regards to Special Care Dentistry. The participants provided in-depth insights into 
their interactions with general dentists. There were particularly strong views about 
how general dentists treat patients who require special care especially those in private 
practice. 
  
Albeit participants implied that there were very few, most acknowledged that some 
patients requiring special care are seen in private practice. However, when asked 
about their views of general dentists’ attitudes towards patients requiring special care, 
the overall response was remarkably negative. They highlighted that general dentists 
tend to refer patients requiring special care to hospital level care (where most Special 
Care Dentists work) regardless the level of care needed by the patient, further 
inferring that private dentists are reluctant to treat patients with special needs. 
Nonetheless, most patients requiring special care seen in private practice are self-
funded; there is no subsidised oral health care for Special Care adult patients in 
private practice. 
 
The main themes that arose were their professional interactions with general 
practitioners, and the barriers practising Special Care Dentistry in private practice. 
These obstacles were perceived to be the major factors that drive the reluctance 
among general practitioners to see patients requiring special care. The interactions of 
general practitioners with the participants highlighted the challenges of the specialty 
and its role within the dental community—in communication, education, and 
specialty profile. It is worth noting that this discourse only pertains to the views of the 




General dental practitioners refer some of their patients to hospital dental services for 
various reasons—usually due to the patient’s health condition or simply being unable 
to carry out dental treatment safely in their practice. It was postulated that some 
private practitioners are not aware of the referral criteria and the types of dental 
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services provided at their local hospital. As mentioned, the participants expressed 
their frustrations that the patients were often inappropriately referred. Several 
participants implied that any general practitioner could have safely seen many of the 
referred cases. However, most acknowledged that private dental practitioners might 
have limited experience working in a multidisciplinary team environment, therefore 
have limited interactions and support with other facets of health care. Participants 
generally perceived that general dental practitioners are not proficient at 
communicating appropriate information to the recipients of their referral. One 
participant remarked quite critically: 
  
“The general dentists are not good at communicating, and they’re not good at 
working within a multi disciplinary environment. They’re not good at picking up the 
phone or putting letters together. They’re not good at writing history and they’re not 
good at sharing information.” [P8] 
 
The same participant [P8] emphasised that their dental department received more 
referrals from other non-dental health professionals than from their dental colleagues. 
Several participants felt their medical colleagues were better at referring because the 
medical doctors have a relatively better understanding of the role of Special Care 
Dentistry (or perhaps more accurately, Hospital Dentistry) than general dentists do. 
However, it can be argued that the medical practitioners simply referred more 
frequently because they are not trained treat dental-related problems. On scrutiny, it 
was implied that general dentists are actually reluctant to refer directly to hospital 
dental services. In fact, participants indicated that some dentists in their area would 
refer their patients to local medical practitioners so that it can be referred from a 
medical practitioner: 
 
 “And the dentists shoot themselves in the foot when they say to a patient you need to 
go to the doctor to get a dental referral for x, y and z. So, that’s a real problem area. 
We struggled with our general practitioners (in terms of the professional relationship 
with Special Care Dentists). I think they don’t know what we do and they seem to be 
intimidated by the hospital.” [P8]  
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It does seem somewhat unusual that the participants perceived that the general 
dentists are ‘intimidated’ by their hospital dental colleagues. Perhaps, some dentists 
perceived a medical referral might be more ‘credible’ in comparison to their referral 
from private practice. In an alternative viewpoint, given that the participants 
perceived dentists to be poor referrers, dentists might not want to further ‘jeopardise’ 
their reputation by referring patients to the local hospital. Notwithstanding their 
peculiar referral pathway, private dentists are generally not able to acquire sufficient 
information when referring to the hospital dental services because they do not have 
the same access to patient information as the medical practitioners and their patient 
may not be able to convey an accurate medical history, as one participant indicated: 
 
 “The challenges for adults were complex medical problems is when a patient doesn’t 
come to them with a clear medical history or access to those blood results or hospital 
information. I think that’s challenging for a dentist in the community who doesn’t 
have access to that information.” [P8] 
 
The lack of access to patient medical information could explain this alternative 
method of referral. A dentist would rather refer to the patient’s medical practitioner so 
that the doctor can furnish their referral with the appropriate medical history. 
However, this is an inefficient referral pathway for the patient, and perhaps more 
expensive—with additional doctor consultation fees. In a different perspective, 
patients themselves might be more likely to seek their medical practitioner for a 
dental referral to the hospital because doctor visit fees are subsidised and therefore 
incur lower fees than visiting a private dentist (Jatrana et al. 2009; Schoen and Doty 
2004). Dentists perhaps distinguish this unusual ‘bridging’ referral pathway through 
medical practitioners as an alternative to close the gap of insufficient information 
access or perhaps in a more cynical view, dissociating themselves from being 
professionally involved in the patient’s oral care. Additionally, general dentists may 
lay claim that these patients do not fall into their scope of practice, indirectly shifting 
the care responsibilities from the general dentists to Special Care Dentists only 
(Waldman and Perlman 2006b). 
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Participants felt that part of the problem with their referrals was that Special Care 
Dentistry might have a limited profile within the dental community. One participant 
remarked that when they started their career in New Zealand, they found that private 
practitioners in New Zealand dental community were not aware of the roles of the 
dentists working in hospitals and the types of patient seen. One participant perceived 
general practitioners believed that Special Care Dentists only treat patients with 
intellectual disabilities: 
 
“When I first came out here, I really noticed those private practice dentists who grew 
up here and trained, they didn’t know what went on in the hospital. People don’t 
understand it if they’re not in it. They think we just treat intellectually handicapped 
children, that’s all they think we’re doing.” [P3] 
 
The participant postulated that this limited understanding is more likely to be 
common in provincial areas where there is limited access to Special Care Dentists. As 
a result, patients requiring special care in smaller communities would inevitably have 
less access to appropriate oral services (McQuistan et al. 2008).  
 
On a different perspective, one participant expressed that they felt morally obligated 
to accept patients even though the referrals failed to meet the hospital access criteria. 
Rejecting the referral would mean the patient would be diverted back to their dentist 
without receiving appropriate care: 
 
“It’s a bit of a pain in the neck (when it comes to referrals from private practice to 
the hospital), the patient’s just going to get the run around. So I will often have to 
accept them, find out who the dentist is and write to the dentist just saying we’ve seen 
this patient but really there is no point for them to come here.” [P10] 
 
Depending on the service specifications of the oral health service, access criteria are 
applied to patient referrals, and are triaged to streamline treatment priorities and refer 
to the appropriate clinician. Without the understanding of referral criteria, timely 
patient care can be delayed. Participants stressed the importance of private dentists 




Collaborative care in dentistry is considered uncommon among private practitioners 
(Glassman et al. 2016). However, in an institution—such as the Dental School—
interdisciplinary approach is commonly practised on a daily basis to overcome 
complex dental cases. In private practice, interprofessional collaboration is often 
limited, particularly with other health professionals such as medical doctors. Dental 
treatments are usually provided by a single dental practitioner and usually supported 
by a dental assistant. It is uncommon for multiple clinicians to be working on a single 
patient at the same time. In a group dental practice, dental practitioners (including 
dental hygienists) technically do not work together; they may work in the same 
facility but provide treatment at independent clinical rooms for their respective 
patients. The working environment and system in a private dental practice do not 
encourage collaborative practice. Contrarily, particular with general anaesthesia, a 
team approach is essential for medical procedures to be provided, which may consist 
of operating surgeon(s), registrar(s), registered nurses, and the anaesthetic team at a 
hospital environment. 
 
However, this collaborative care approach is limited within the realm of dentistry and 
does not venture into other areas of health care such as medicine. For most dental 
practitioners, one participant indicated that it is still predominantly an ‘isolated’ 
practice: “I think that they haven’t been encouraged to work in a team environment. 
They’re being encouraged to work in silos.” [P8] Participants used the term ‘silo’ to 
describe the isolation of private practice. This is considered to be one of the barriers 
of dentistry to working with other health professionals—discouraging communication 
and the healthy exchange of knowledge between dental and medical professionals 
(MacEntee 2011), as one participant emphasised the importance of communication: 
“I think it’s a problem with it being private practice general dentistry. It makes it 
‘silos’ or whatever they call them these days...we always need more communication.” 
[P3] Interestingly, McQuistan and colleagues (2008) found that dentists who work in 
a team environment are at least twice more than likely to see and treat vulnerable 
patients than those who work alone. The authors postulated that those who work in a 
team environment or group practice had better opportunities for collaborative work, 
sharing of ideas, and collegial support. 
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This type of isolated work environment is not exclusive to private practice. In some 
ways, those who work at hospital dental services do work in isolation at outpatient 
hospital dental clinics as well. However, they are also often involved in other non-
dental specific working environments such as operating theatres and medical wards, 




Patients requiring special care often require a different approach in providing care due 
to various factors such as psychosocial aspects and their general health. In private 
practice, dentists are confined to a certain approach to providing oral health care, 
where the model of care delivery is mostly driven by a fee-for-service model to 
sustain the business enterprise of private dental practice. Therefore, various factors 
such as time constraints and financial viability have to be considered when providing 
Special Care Dentistry in private practice. Moreover, the confidence and clinical 
experience of private dentists in providing Special Care Dentistry could also play a 
part in their perception of patients requiring special care. Studies reported that 
management of difficult behaviour and communication are the main deterrents to 
provide Special Care Dentistry (Bindal et al. 2015; Smith et al. 2010b). These barriers 
were similarly reported by the recent Australian study (Derbi and Borromeo 2016). 
However, in this present study, the participants believed that financial limitations, 
time constraints, and limited education were the main barriers to provide Special Care 




Among the participants, there was a palpable discontent about how some private 
dentists chose not to treat patients with special needs simply because of the limited 
potential ‘revenue’ from these patients. General dentists might perceive that patients 
requiring special care are not financially rewarding in comparison to non-Special Care 
patients, as one participant disapprovingly remarked: 
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“I don’t see any problem with general dentists treating them but obviously there’s 
financial considerations from the patients’ point of view. I mean there are quite a 
percentage of dentists who want to drive a Ferrari or a Porsche and they sort of look 
at you and say ‘well, what are you doing special needs for? God, there’s no money in 
that you know’. And they’re all about money.” [P6]  
 
Unfortunately, the notion that providing care for those with special needs is not 
financially rewarding or viable was not groundless. Participants specifically those 
who also work part-time in private practice, generally agreed that there is a substantial 
financial pressure from private practice. They admitted that there are hesitations 
among private practitioners to treat patients with special care needs simply “because 
they’ve got other things at the back of their minds like bills to pay and overhead 
costs.” [P4] The running cost of private practice is considered high although it is 
dependent on various aspects—such as the size of practice, the number of employees, 
and the cost of a building lease. It was highlighted that as a private practitioner 
running a private practice: “you’ve got to pay your running costs at hundreds of 
dollars an hour sort of thing. You need to make an average four or five hundred 
dollars (per hour).” [P2] One participant also suggested that some private 
practitioners perceived that patients requiring special care might not have sufficient 
finances to receive private dental treatment: 
 
“The thing is, you know if you’ve got a patient in the chair for half an hour trying to 
manage their behaviour and their medical condition and then they’ve got not much 
money. You don’t wanna see them in private practice” [P11] 
 
However, it was agreed that practising full-time Special Care Dentistry in private 
practice might not provide the same earning potential because it might not generate 
enough income to cover the running cost of the practice: “Special Needs (Care) 
Dentistry (in private practice) is not going to make you a very rich Dentist for sure.” 
[P4] This does not come as an unanticipated finding as other studies that investigated 
the barriers to Special Care Dentistry reported similar results (Bindal et al. 2015). 
Despite the expressed negativity regarding private practice, participants 
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acknowledged that a Special Care Dentistry private practice clearly would not be 
financially sustainable. 
 
On closer examination, these opinions reflect the deeper issues within of the provision 
of dental care in New Zealand. The majority of dental care in New Zealand is 
provided by private enterprises of dental practice while publicly funded oral care is 
primarily targeted only at children and adolescents (Birch and Anderson 2005). DHB 
hospital dental services are required to provide oral health care for specific groups of 
the population for comprehensive care while others are (depending on specific patient 
criteria) limited to relief of pain services (Ministry of Health 2017). Most adult dental 
care in New Zealand is self-funded and is provided by private dental services 
(Thomson 2001). It is a known fact that the cost of dental care in New Zealand is high 
and it is strongly corroborated by recent studies that examined the public perception 
of the cost of dental care in New Zealand and how it determines their utilisation of 
oral health services (Ministry of Health 2010; Smith and Thomson 2017). The recent 
New Zealand Oral Health Survey reported two out of five New Zealand adults 
delayed their dental care due to cost. Another survey examined the access to health 
care in five developed countries (UK, Canada, USA, Australia and New Zealand) and 
reported that access to dental care is costly in all five countries35 and higher than 
visiting a physician (Schoen and Doty 2004). Furthermore, it also indicated that New 
Zealand adults were the most likely to see cost as a barrier to oral health when 
compared to the other countries in the survey. This further reflected the limited 
resources that are available in New Zealand for equitable access to oral health care.  
 
Turning to patients requiring special care, unless they meet the access criteria 
delineated in service specifications of DHBs, they are inevitably left with little choice 
but to seek private practitioners who are willing to treat them and shoulder the full 
cost of private dental care (Ministry of Health 2017). With the perception that private 
dentist are reluctant to treat patients requiring special care and the insurmountable 
cost of privatised dental care by many, this can only be concluded that access to oral 
																																																								
35 The health care systems between these five countries are substantially different to one another, with 
varying degrees of privatisation and state-funded health care services, including oral health services. 
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care for these patients are poor and needs to be critically addressed. Perhaps, it is 
timely to consider the case for oral health integration into primary health care (Jatrana 




Dental private practice is usually managed optimally to deliver quality oral health 
services whereby patients are usually booked into allocated appointments for dental 
treatments. Several participants indicated that there is a constant pressure to examine 
and treat patients as timely as possible in private practice. However, patients requiring 
special care usually require more time in their dental appointments. Time limitations 
were perceived to be one of the major barriers in treating patients requiring special 
care in private practice, as one participant believed that this barrier is universal: 
 
“I’ve seen this worldwide. It is difficult for general practitioners because they quite 
often have a business management pressure too, for one reason or another, only have 
15 to 20 minutes to spend with a patient. If you’ve got someone for example with a 
profound learning disability, you could spend 20 minutes just trying to find out their 
medical history and let alone doing treatment planning.” [P7] 
 
This sentiment perhaps reflected how private dentistry is practised in New Zealand, 
where “time is money.” [P5] Most dental practitioners can estimate how much time 
they require for a particular dental treatment, especially if a treatment plan has been 
established. This allows dentists to plan their daily appointments efficiently and 
minimise disruptions to their workflow. However, patients requiring special needs are 
viewed to be challenging and clinicians often book their patients for a longer 
appointment to accommodate any unexpected challenges, as one participant neatly 
remarked: “You get a special needs patient, you’ve just got to forget about the time 
constraints, and it’s a whole different set of skills you’ve got to use.” [P2]  
 
This notion is consistent with recent studies on perception of Special Care Dentistry 
among general practitioners (Bindal et al. 2015; Smith et al. 2010b). Bindal and 
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colleagues (2015) investigated the provision of Special Care Dentistry among general 
practitioners and found that 20% of their sample reported ‘time constraints’ being one 
of the barriers to providing Special Care Dentistry. Despite the perceived obstacles in 
the study, two-thirds of their sample reported that they treat patients requiring special 
care on a regular basis. However, at closer examination, most of their sample treated 
less than five patients requiring special care per month. 
 
Participants also understood that patients requiring special care are commonly 
referred because general dentists felt the patient management was too onerous and 
inefficient to provide treatment appropriately. One participant indicated that: “If the 
patient can’t get up and sit in the chair and pretty much do everything for themselves, 
then the dentists are referring them off to the hospital.” [P5] Additionally, in a busy 
dental practice, clinicians may not have the time to contact patient’s general medical 
practitioner for more information. One participant illustrated the busy nature of dental 
practices is not conducive for effective communication with their medical colleagues: 
“If you’ve got a busy private practice and stuff and you’ve got to spend a wee while 
sorting things out and talking to GP’s and stuff, it might just be a pain in the neck.” 
[P10] Practitioners might perceive this to be a time-consuming exercise and it would 
be more ‘efficient’ for them to refer the patient to the hospital. This was consistent 
with the findings of a study that explored medical and dental practitioners’ 
professional relationship (Sippli et al. 2017b). Perhaps, this could further rationalise 
the reasons why some general dentists refer patients to their hospital colleagues. 
 
However, some participants agreed that certain groups of patients requiring special 
care are more appropriate to be seen at the hospital due to various circumstances. 
They felt it was not in the best interests of the patient (and the clinician) if the 
clinician was obligated to treat the patient. As one participant simply commented: 
“You can’t afford to spend an hour cajoling somebody so you can take out a tooth or 
do a little filling, you know. It’s just not appropriate.” [P6] Using an example of a 
regular attendee to a private dentist, the patient recently had a motor vehicle accident 
that has rendered him paraplegic and sustained a brain injury. The patient who is 
paralysed from the waist down would now require help to transfer from the 
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wheelchair to the dental chair. He might also have speech comprehension difficulties 
due to his head injury. His disabilities would significantly impact his next visit to the 
dentist. The process of transferring him from his wheelchair to the dental chair and 
updating his complicated medical history would certainly prolong his dental visits. To 
achieve the same quality of care, one can see how a simple annual dental examination 
now requires a longer appointment, let alone providing dental treatments. 
 
One participant remarked that the financial and time pressure is less for clinicians 
who work in public practices: “We also perhaps have had—I’ll put it in inverted 
commas “slight luxury” of having to spend a little bit more time in order to achieve 
the treatment planning and treatment outcomes that are best for the patient.” [P7] 
Being employed as salaried dental clinicians, these participants felt that they can ‘take 
their time’ to appropriately assess their patient’s needs and allow for careful planning 
before treatment. These clinicians can assemble necessary patient information and 
consider all aspects for their patient oral health care. This also allows dentist-patient 
rapport and trust to develop over time, which in turn improve patient’s treatment 




Participants had the impression that general dentists are not confident in treating 
patients with medical problems and multiple medications. Limited understanding of 
pharmacology seems to be one of the key areas of concern among the participants, as 
one participant shared their experience in a recent continual education workshop: 
 
“Recently I went to a pharmacological update in dentistry in Auckland and I sat 
there…and I was scared by the questions some practitioners were asking from 
general practice, it made me anxious about their level of knowledge around some 
really simple things.” [P11] 
 
Few of the participants expressed their concerns over the management of patients 
with anticoagulants and bisphosphonates. Their concerns were similar with the 
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findings of a previously cited German study, which reported that general dentists are 
reluctant to treat patients if they are medicated with anticoagulants or bisphosphonates 
(Sippli et al. 2017b). With increasing complexities in patients’ medical conditions, 
this highlighted that general dentists must continue to be well informed on 
pharmacology and its implications for everyday practice (Scully and Ettinger 2007). 
Anecdotally, one participant gave an example: 
 
“There are a number (of dentists) in town who are just scared to touch anyone with 
polypharmacy or anticoagulants. I had a referral from a medical doctor about a 
patient who had a fractured tooth cutting her tongue and the doctor’s quote was ‘the 
dentist’s too scared to do anything, can you please help and they’re on warfarin.” 
[P10] 
 
It was implied that that patient was inappropriately referred to a physician from a 
dentist due to concerns of an anticoagulant, underscoring the level of pharmacology 
knowledge among some dentists. It is important to highlight that, instead of medical 
practitioners, the dentists are the ones who refer to the physicians, which may 
suggests that dentists are not aware of available support from their specialist 
colleagues. In addition, several participants implied that some dental practitioners are 
not up-to-date with contemporary views on management of patients with certain 
medications including anticoagulants. 
 
‘Polypharmacy36’ concerns were raised, in that the participants felt that general 
dentists would flippantly refer patients with multiple medications without assessing 
the patients’ oral health care needs, as one participant commented: “general dentists 
don’t seem to either know or can’t be bothered with any of medically compromised 
patients, they’ll probably just try and flick them off to us (at the hospital).” [P10] 
Polypharmacy, particularly in older patients are increasingly common (Fulton and 
Riley Allen 2005; Singh and Papas 2014). Patients with chronic diseases are now 
surviving longer and are able to maintain a reasonable quality of life through the help 
																																																								
36	Polypharmacy is generally defined as the use of four or more medications by a patient, common 
among adults over 65 years old. 
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of their medications. Dentists are largely unfamiliar with medications prescribed by 
medical professionals, for reasons of not being medically trained but also dentists are 
only familiar with the narrow spectrum of medications that they regularly prescribe 
(Sippli et al. 2017a). It can be suggested that management of polypharmacy patients 
may be an unfamiliar territory to general dentists. This perceived lack of education in 
medicine among dental clinicians by medical professionals has been reported in the 
literature and has significant impact how dental clinicians practise dentistry (Sippli et 
al. 2017b). The authors further suggested that the limited knowledge of the dentists 





As mentioned, treating patients requiring special care requires clinicians to have a 
distinct ethos and approach. The participants believed that it requires clinicians to be 
more empathetic and supportive when treating patients requiring special care. It was 
remarkable to highlight that several participants were quick to divulge practitioners 
who they deem unsuitable, as one remarked: 
 
 “I think you do need a particular empathy for people to be a Special Needs (Care) 
Dentist. There are a few private practitioners out there who, you know, who are 
probably not suited for treating special needs. You must know some general 
practitioners who wouldn’t be bothered treating someone with special needs. I mean 
we all know them.” [P6] 
 
There was the notion that some general practitioners only treat patients requiring 
special care because they feel obligated rather than a desire to treat these patients. One 
participant commented: “If you don’t want to treat those patients, you generally don’t 
treat them very well, I mean you’ve got to have a passion to treat patients properly, 
appropriately and all that sort of thing.” [P2] This implied that some dentists might 
be willing to treat patients requiring special care but may not necessarily have the 
desire or interest in treating patients requiring special care, when another participant 
indicated that: “There are some dentists who are more ‘tolerant’ (to Special Care 
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patients) than others.” [P9] It is interesting that the word ‘tolerant’ was used to 
describe how general dentists might feel towards patients requiring special care, 
implicating that the general dentists feel burdened when treating patients requiring 
special care. When participants were asked whether it was acceptable to refuse 
treating patients requiring special care in private practice, there were differing 
opinions. Some participants expressed that they believed that clinicians have the 
social responsibility to treat all patients without discrimination, while others felt that 
general dentists must at least provide an alternative to the patient by referring for 
appropriate care. One participant illustrated that it is his principle of care as a clinician 
to treat all types of patients:  
 
“You’ve hit a tender spot on me with that one. My philosophy when I graduated was 
that I wanted to be able to treat everybody that walked through my door and I know 
that’s an old fashioned aspiration. To my view, you learn and up skill yourself so that 
you can treat your patients. I mean that’s a very old fashioned view and it’s certainly 
not a contemporary view.” [P2] 
 
Other participants also shared the same belief as most pursued their vocation in 
Special Care Dentistry to broaden their scope of practice and treat all types of patient 
groups. Although most admitted that general dentists should not be pressured to treat 
patients requiring special care, one participant recommended that general dentists 
should at least consider managing some patients requiring special care: 
 
“I don’t think you can force people to do Special Needs. But, I think in general most 
dentists are fair-minded and realised that they have a bit of a role to play and if 
everyone does their bit, it makes it easier. You can’t send everything to the hospital 
but you can’t force general dentists to do Special Needs either, can you?” [P6] 
 
All participants believed that dentistry as a profession should have a social 
responsibility to provide dental care for those who are most vulnerable, as one 
participant stated: “I’ve got no beef with people earning a good living out of it or they 
want to pay for their kids to go through education and things like that. But I do think 
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that there is a social responsibility.” [P2] Disappointingly, the participants largely 
agreed that most private dentists hold little value of treating patients requiring special 
care, and regarded them as “ a waste of time.” [P9] Perhaps, this reflected the deeper 
social hurdles of the dental profession caring for those who are most vulnerable. As 
Ackerman carefully put it in an editorial: ‘The barrier in the case of access to care is 
not one’s ability to learn how to provide dental care to patients with special needs but 
one’s desire to provide dental care to patients with special needs.’ (Ackerman 2013) 
Whether this can be achieved through conventional means of education and training 
would be an interesting to investigate. With that in mind, it is conceivable to surmise 






Treating patients who require special needs can be exceptionally stressful and 
challenging in private practice especially when it is out of the comfort zone for the 
clinician. Participants agreed that there is a degree of comfort that clinicians should 
have in their work, especially with patients requiring special care, as one commented: 
“I can understand that you get dentists that just aren’t comfortable treating Special 
Needs patients.” [P6] The level of comfort in treating patients requiring special care 
is dependent on various factors. The literature showed that clinicians who had early 
exposure to Special Care Dentistry in their undergraduate training are more 
comfortable with patients requiring special care in their career (Derbi and Borromeo 
2016; Smith et al. 2010b). In a previously cited study, the authors investigated new 
dental graduates’ level of comfort in treating vulnerable populations after having an 
outplacement in community-based clinics (McQuistan et al. 2008). The authors 
reported that after two weeks of clinical exposure, the comfort levels of these new 
dentists improved. Interestingly, the study noted that those who valued their 
outplacement experience were associated with increased comfort with those who are 
vulnerable. This suggested that dentists could overcome their initial anxieties treating 
patients requiring special care if they had positive clinical experience in their 




Patients requiring special care often rely on other support services to attend medical 
and dental appointments, such as caregivers and transportation services. The simple 
task of attending dental appointments can be challenging for some, particularly those 
who are affected by various physical, mental, and emotional conditions. Participants 
acknowledged that certain patient groups are not suitable for private practice because 
of the unpredictability of these patients. A participant gave an example: “Patients 
with psychiatric problems are another challenging group for a general dentist 
because they’re often poor attenders and that can be a financial burden for the 
dentist. That’s a really difficult group of patients to run a business model around 
because of their variability to attend.” [P8] Although it may not be the patient’s 
intention, patients with special needs’ health status is often dynamic on a day-to-day 
basis, and this challenges their ability to function and perform tasks such as, visiting 
their dentist. This unpredictability inevitably puts significant pressure on private 
practices financially, which as a result, reduces access to private oral care for patients 




Dental clinics for patients requiring special care require specialised setups, allowing 
for better access to a broad range of patients. As mentioned earlier, dental clinics must 
be wheelchair accessible, with wider rooms and walkways (Dougall and Fiske 2008). 
Particular attention to clinical safety features is applied to ensure patient’s wellbeing 
and care while visiting their dentist. In New Zealand, new dental clinics designs are 
required to be compliant to New Zealand Standards Design for Access and Mobility- 
Buildings and Associated Facilities Building Code (NZS 4121:2001)37. However, 
there was a general perception among the participants that some existing dental 
practices are not equipped or designed to be accessible, therefore becoming a barrier 
(intentionally or unintentionally) for patients requiring special care. One participant 
indicated that there were dental practices as such:  
 
																																																								
37 https://www.standards.govt.nz/assets/Publication-files/NZS4121-2001.pdf. Accessed on the 3rd of 
July 2017. 
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“You know some of them aren’t set up to do Special Care Dentistry, you know. If you 
have to climb up stairs or you have a small surgery, forget it. If you’ve got a practice 
with ramps and big wide surgeries, it’s more conducive to treating them, you know.” 
[P6]  
 
This finding was a consistent finding with the previously cited Western Australian 
study. The authors reported 46.8% of their respondents felt their private practices 
were inadequately equipped for Special Care Dentistry (Derbi and Borromeo 2016). 
The nature of ‘chair-centric’ dentistry does not promote other methods of providing 
dental care. Most dentists are trained to predominantly work on patients that could lie 
in a dental chair. However, many patients requiring special care require assistance to 
transfer into the dental chair and sometimes require alternative methods to receive 
oral care, such as domiciliary visits. Antoun and colleagues reported that dentists feel 
awkward and reluctant to work outside of their comfort zone (Antoun et al. 2008).  
 
From a different perspective, one participant also remarked the differences in types of 
dentistry between private general dentistry and Special Care Dentistry: “You know, 
dentists like doing wee fiddly things, in microns. (In Special Care Dentistry), it’s a 
good day if you’re working in millimetres.” [P9] This implied that some might view 
Special Care Dentistry as ‘compromised’ dentistry because it was felt that certain 
types of dentistry are limited due to technical difficulties, ability to cooperate, and the 
patient’s finances. Although types of treatments were not specified, a study found that 
patients requiring special care tend to be treated only for relief of dental pain and 
emergency dental treatments (Bindal et al. 2015). Several participants admitted that 
certain treatments in private practice might not be appropriate and patients requiring 
special care may not receive ‘high end’ dentistry, which can be more technically 
sensitive and require clinicians to be working with high precision, as the participant 
[P9] iterated further: 
 
“Special Care patients are not regular patients as in you know, walk in, sit down, 
open your mouth, you know that sort of stuff...and it is not really often that it’s 
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appropriate to provide, you know top of the range high-tech treatments for our 
population if you like.” [P9]  
 
Conversely, public dental services may not be able to provide certain dental services 
that are readily available in private practice. One participant (who work in public and 
private practice) highlighted there are advantages of private practice in regards to 
providing wider treatment options to patients requiring special care: “There are some 
services that we can offer in private practice that you can’t do through the hospital. I 
mean we’ve got soft tissue lasers and all the fancy stuff, sometimes you know we get a 
call from the hospital, ‘oh can you do something for so and so and we say yes send 




In the current New Zealand dental workforce, there are only a small number of 
registered Special Care Dental Specialists. The participants admitted that public oral 
health services need the support of private practitioners providing accessible dental 
care for patients requiring special care. However, general dentists should be trained to 
provide care confidently for some patients requiring special care, as one participant 
recommended: 
 
“I think they (general dentists) have to see Special Care patients. I mean you hit the 
nail on the head, you said that there are only nine currently practicing specialists in 
New Zealand, I don’t think you need to have a specialist care (for all Special Care 
patients), you need a very competent generalist to look after it and it’s only the higher 
end patients that you require the specialist.” [P2] 
 
Patients requiring special care usually present to clinicians with a broad spectrum of 
conditions, with a range of severity and challenges. However, many participants 
stated that those with milder medical conditions could be easily managed in a private 
practice setting and should be encouraged. Gallagher and Fiske (2007) recommended 
 141 
a similar proposal that the majority of patients requiring special care could potentially 
be seen and treated in private practice, as one participant concurred: “Ninety-nine per 
cent of the time, for example, Special Care patients like Down’s syndrome patients 
are very accessible. They’re lovely patients. They’re very calm. They’re lovely 
patients to treat and you can treat them.” [P4] Interestingly, a participant commented 
that well-established dentists and perhaps older dentists might be interested in 
providing Special Care Dentistry late in their career: “I’ve talked to people that are 
well retired now, but they were in private and they started treating Special Care 
patients later in their career and they said it was incredibly satisfying with these 
clientele.” [P10] This comment reflected the desire to treat patients requiring special 
care in some general practitioners—albeit mostly from older dental practitioners. This 
notion is supported by a study where they found older experienced dentists were more 
likely to treat patients with special needs (Casamassimo et al. 2004). Although their 
findings failed to provide evidence explaining this phenomenon, they postulated that 
older dentists are well established financially and have less concern of financial 
pressure in the later stages of their career. Older practitioners may have resolved their 
debts while younger practitioners may have commitments to various financial 
expenses and mortgages, as the participant remarked: “I suppose at that stage they 
may not have needed the money anymore and they were looking for other areas (of 
interest). A bit bored with general dentistry possibly, which a lot of dentists are.” 
[P10]  
 
Participants believed one of their responsibilities as specialists is to advocate and 
disseminate continuous education for general dentists in aspects of medical 
knowledge and Special Care Dentistry. One participant commented: “I think the other 
big thing to do is you need a core of specialists to keep up-to-date what’s happening 
internationally so that they can disseminate that knowledge back through the general 
practice community.” [P2] Generally, the participants were supportive of general 
dentists treating patients requiring special care. Participants believed continual 
collegial support would help general dentists to be more confident and comfortable 
seeing patients requiring special care. It would also help foster Special Care Dentistry 
and improve collegiality within the dental community, as one participant welcomed 
the notion: 
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 “If a general dentist has the will and the interest and the desire to provide oral health 
care for someone with a mild to moderate disability, that’s fantastic. And if they 
would like some support or advice then they should feel that they’re very welcome to 




The perception of general dentists in Special Care Dentistry has been substantially 
studied. This current study provided a unique insight into the views of those who 
primarily practise Special Care Dentistry and their impression of private dentists in 
the context of Special Care Dentistry. Disturbingly (although not surprisingly), the 
overall impression was negative. The quality of collegial interactions between those 
who work in public practice and private practice was questioned, particularly in 
regards to patient referral pathways. Most felt their colleagues in private practice, for 
various reasons, were poor at referring with appropriate information. More 
importantly, many perceived that private practitioners did not understand referral 
criteria and the role of hospital dental services. Nonetheless, some pointed out that 
private practitioners might not have access to sufficient medical information.  
 
The fee-for-service business model and isolating environment of private practice did 
not encourage collaborative practice or effective communication with their medical 
peers. Unfortunately, most felt general dentists are not only reluctant to treat patients 
requiring special care but attitudes of general dentists towards patients requiring 
special care were unfavourable. The barriers to care for patients requiring special care 
in private practice were obvious; most pointed out the main barriers were the factors 
of time constraints, financial limitations, and insufficient knowledge in Special Care 
Dentistry. These barriers are not unprecedented and have been well reported in the 
last two decades (Ferguson et al. 1991).  The financial burden of providing (and 
receiving) dental care perhaps reveals a deeper fundamental issue in how oral health 
care is delivered in New Zealand, particularly for those who are socially vulnerable. 
Despite the mentioned hurdles, it was broadly agreed that private practice might not 
be conducive to the practice of Special Care Dentistry, with reasons such as the 
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unpredictability nature of some Special Care patient groups and accessibility 
infrastructure that is lacking in some private practices.  
 
Nonetheless, participants encouraged their colleagues to treat patients requiring 
special care and welcomed their colleagues to seek support and advice. Underscoring 
the ethos of Special Care Dentistry, the participants emphasised the importance of 






The education of Special Care Dentistry in New Zealand is mostly taught as a 
postgraduate programme. It is a 3-year doctorate level postgraduate course in the 
Faculty of Dentistry at the University of Otago 38. It can be pursued either as a full-
time postgraduate trainee or by distance learning with modular block courses. The 
Special Care Dentistry component in the undergraduate dental curriculum, however, 
is presumed to be extremely limited, if any. 
 
Part of this study is to explore the participants’ understanding and the perception of 
the current education of Special Care Dentistry, which includes both postgraduate and 
undergraduate degrees. Participants are well and truly aware of the challenges of the 
training programme in New Zealand. The pathway of training in Special Care 
Dentistry in New Zealand is perceived to be rather limited and can only be attained 
through the Faculty of Dentistry at the University of Otago. Several participants 
highlighted that Special Care Dentistry should not only be limited to a postgraduate 
course but also should be instilled in the undergraduate programme for early exposure 
to Special Care Dentistry. There were some concerns about the academic position of 
Special Care Dentistry, which during the time of this study; remained vacant. This 
chapter will illustrate the findings and discuss on the education of Special Care 
Dentistry and it is divided into three subsections: Undergraduate, Postgraduate, and 




In New Zealand, the undergraduate dental curriculum is a five-year course. During 
these years, the undergraduate students are trained in all aspects of general dentistry 
before completing the bachelor degree. Upon graduating, most new graduates would 
either seek employment in private practice or work as a dental house surgeon in DHB 
																																																								
38 Information obtained from http://www.otago.ac.nz/courses/qualifications/dclindent.html. Accessed 
on the 10th of June 2017. 
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hospitals. Other graduates would travel overseas or return to their country of origin to 
work.  
 
When participants were asked about their opinions of the undergraduate dental 
programme, there were mixed responses in various aspects, especially in Special Care 
Dentistry. The main theme that arose among the participants with regards to the 
undergraduate course was the limited clinical exposure and teaching of Special Care 
Dentistry (Table 3). However, this is not surprising; the literature has shown 
consistent reports around the world where they have limited education on Special 
Care Dentistry and the clinical exposure in their undergraduate programmes (Ahmad 
et al. 2015; Ashar and Ahmad 2014; Dao et al. 2005; Derbi and Borromeo 2016). 
Several participants were rather critical of the current undergraduate course in regards 
to the Special Care Dentistry component, while expressing the need to be included in 
the undergraduate course:  
 
“There is no undergraduate course for Special Care Dentistry. So, nobody knows 
what it is because they don’t get taught about it. They don’t have any exposure to it. 
That’s a whole generation of dentists. We need an undergraduate component (of 
Special Care Dentistry).” [P8] 
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Table 3 Participants perceived barriers to teaching Special Care Dentistry in 




Understanding of Disability “I think it’s just that they need to develop a 
slightly better understanding of disability.” 
[P5] 
 
Minimal exposure of  
Special Care Dentistry 
“I think I doubt you’d get much as an 
undergraduate.” [P3] 
 
“My understanding having spoken to 
House Surgeons is that Special Care 
Dentistry teaching is extremely limited.” 
[P8] 
 
“In fact, there is an absence of it (Special 
Care Dentistry).” [P4] 
 
Teaching barriers “ Special Care Dentistry is undervalued in 
some aspect. There is no one actively 




The lack of awareness and the understanding of disability among recent graduates 
was a concern for most participants. Several participants commented that the current 
undergraduate programme does not teach the principles of contemporary 
biopsychosocial views of disability—the ICF39. It was apparent to the participants that 
the new graduates who work as dental house surgeons in their dental department have 
limited understanding of disability. Based on their observation of the new graduates, 
the medical model of disability is still evidently taught within the curriculum of the 
undergraduate dental programme, as one remarked: 
 
“It doesn’t explore the social model of health or an understanding at all. It’s very 
medically based and functional based rather than questioning and developing sort of 
broader thinking about the issues related to the access to care for people with 
disability. They can’t even define what disability is.” [P8] 
 
Although World Health Organisation introduced the ICF in 2001, there is limited 
evidence of ICF being taught in the undergraduate dental programme (Faulks et al. 
2012). Faulks and her colleagues reported that Special Care Dentistry is still not 
predominantly taught in the undergraduate programme around the world, let alone 
teaching the concepts of ICF. There has been a recent establishment of an 
undergraduate teaching curriculum framework that incorporated the concept of ICF as 
part of the philosophy of Special Care Dentistry (Dougall et al. 2012). However, the 
utilisation of this framework has yet to be seen being integrated into the current 
undergraduate curriculum. 
 
It was understood that the new graduates may have the sound knowledge of medical 
conditions but could not apply the understanding of disability into the context of the 
everyday practice of dentistry. One participant illustrated by giving an example of a 
patient with autism, whereby the dentist had a misconception that all special needs 
patients are ‘suffering’ from their condition: 
																																																								
39	The ICF is previously discussed in Chapter 4.2.	
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“They’ll refer the patient to you and, says this patient ‘suffers’ from Autism and 
you’re sitting there thinking, well there’s probably no suffering going on. You’ll get 
comments about patients who have special needs as in ‘Oh yeah you know, it must be 
really horrible for these patients because they have to live like that all the time’. Well 
they don’t actually know that they’ve got some kind of disability, they’re probably not 
suffering and having a fantastic day most of the time.” [P5] 
 
Interestingly, this notion is supported by various studies that investigated the 
experiences of students with their patients with disabilities (Lee et al. 2015a; Vainio 
et al. 2011). These studies postulated their dental students were reluctant to treat 
patients requiring special care because of the lack of understanding of disabilities. An 
American study surveyed about 300 students in five different dental schools, 
exploring their clinical readiness and attitudes towards patients with intellectual 
disabilities (Wolff et al. 2004). They reported that 68% of the respondents receive less 
than 5 hours of didactic teaching and a little over half of them did not receive any 
clinical training in managing the mentioned patients. The authors reported that the 
dental students with little exposure to patients requiring special care did not value 
their education on disabilities, resulting no interest in treating patients requiring 
special care. However, the authors stated that the converse is true; students who 
reported that they had some experience with patients with intellectual disabilities felt 
more comfortable with these patients. These findings indicated that exposure to 
Special Care Dentistry and its patients correlated to improvement in understanding of 




When the participants were asked about the exposure of Special Care Dentistry in the 
undergraduate programme, the consensus among the participants is that the exposure 
is minimal at best, as one commented: “Both in didactic teaching and in experience 
and teaching of the concept of what Special Needs (Care) Dentistry is very limited.” 
[P8] With further inquiry, it was indicated that in the Dental School, patients requiring 
special care are seen separately from the general teaching clinics where the dental 
students see their patients. Most patients requiring special care in the Dental School 
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are treated in the Special Care Unit. Participants felt that this arrangement is not 
conducive to exposing dental students to Special Care Dentistry, as one critically 
remarked: 
 
“I mean you don’t really treat any Special Care patients as an undergraduate. So it’s 
like we’re still locking away a dirty little secret sort of thing. You know they get 
treated downstairs in a little room by a ‘special’ person.” [P5]40 
 
This lack of integration into the undergraduate curriculum not only creates barriers to 
the exposure to Special Care Dentistry but also may inadvertently give the impression 
that Special Care Dentistry is a specialist practice only—that it is not part of their 
scope of practice. A similar notion was also reported by Mohebbi and colleagues 
(2014), where their participants believed so. Moreover, they reported that the 
undergraduate students assumed that patients requiring special care could only be 
seen in a hospital setting, reinforcing the belief in dental students that Special Care 
Dentistry is not in their scope of practice and therefore saw no reason for them to 
learn or even be vaguely interested in Special Care Dentistry. 
 
Most felt that the overall undergraduate course was well taught except for the 
components of Special Care Dentistry. The participants admitted that their own 
undergraduate training had little input on Special Care Dentistry, regardless of when 
they graduated. Given the spectrum of years since they have graduated, this notion 
would strongly suggest that the emphasis of Special Care Dentistry in the 
undergraduate course remained the same—that is essentially lacking. Various studies 
reflected this same notion where dental students perceived that their undergraduate 
courses lacked Special Care Dentistry teaching (Ahmad et al. 2014; Ahmad et al. 
2015; Alkahtani et al. 2014; Fuad et al. 2015; Mac Giolla Phadraig et al. 2015). 
Ahmad and colleagues (2015) investigated Malaysian students’ perception of Special 
Care Dentistry in their undergraduate education in six different dental schools. They 
found that despite having Special Care Dentistry being taught in most Universities, 
																																																								
40 Interestingly, this is somewhat reflective of the historical institutionalisation of people with special 
needs, who were once segregated from the main communities. 
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half of the respondents reported that they did not have sufficient teaching. It was also 
worth noting that almost all of the students felt that didactic teaching of Special Care 
Dentistry is essential while more than half felt that clinical teaching is important as 
well. Interestingly, nearly two-thirds of the respondents expressed interest in pursuing 
postgraduate Special Care Dentistry training. Given the lack of exposure to Special 
Care Dentistry, this study would have been more worthwhile if the reasons of interest 
in postgraduate training of Special Care dentistry were explored. It can be broadly 
acknowledged that both components of didactic teaching and clinical experiences are 
essential for the teaching of Special Care Dentistry (Ahmad et al. 2014; Ahmad et al. 
2015; Mac Giolla Phadraig et al. 2015; Smith et al. 2006).  
 
Some participants made the notion that the perceived lack of Special Care Dentistry 
teaching could impact on how general dentists practise in their career, especially in 
the aspects of treating patients requiring special care. Several existing studies reported 
similar findings (Al-Haboubi et al. 2014; Bindal et al. 2015; Derbi and Borromeo 
2016; Estrella and Boynton 2010; Gizani et al. 2012; Humza Bin Saeed et al. 2012; 
Morgan et al. 2016; Subar et al. 2012). A study involving American general dentists 
investigated the effects of their undergraduate dental education in Special Care 
Dentistry in regards to their practicing behaviours towards patients requiring special 
care (Dao et al. 2005). Although most reported insufficiencies of Special Care 
Dentistry education in their undergraduate training, the authors concluded that 
dentists would have been more likely to treat patients requiring special care, if their 
undergraduate training had prepared them better in Special Care Dentistry. 
Interestingly, they also reported that most respondents had to rely on their (limited) 
undergraduate knowledge of Special Care Dentistry when treating patients requiring 
special care (Dao et al. 2005). This further suggests that some general dentists may 
not seek additional education on Special Care Dentistry after they graduate. These 
notions further reinforce the importance of integrating Special Care Dentistry in 
undergraduate curriculum. Supported by the evidence in the literature, it could be 
agreed that the undergraduate teaching of Special Care Dentistry could potentially 
translate dental students into practising dentists who are more confident and 





The Faculty of Dentistry in Dunedin is the only dental school in New Zealand and has 
its own unique merits and shortcomings pertaining to the dental students’ training 
experience. The Dental School’s patient base is dependent on the population of 
Dunedin and its surrounding Otago provincial population. Several participants 
remarked that this is one of the main limitations of the Dental School in Dunedin. 
They believed this limited the variety of clinical experiences of the undergraduate 
students (and postgraduate trainees) with the population of Dunedin being 
significantly smaller when compared to larger cities such as Auckland, as one 
participant criticised: 
 
“I think the undergraduate course is very, very fragile. I think it’s almost seems to me 
like final year is almost a waste of time. Clinical experience is minimum…there’s not 
a lot of clinics available in Dunedin. There’s not a lot of patients and I think the 
exposure they get with clinical dentistry is minimal.” [P4] 
 
The undergraduate dental programme in the Dental School is taught through various 
forms including didactic teaching, problem-based learning, and clinical training. 
However, one participant commented that the curriculum had too much emphasis on 
theoretical knowledge and was not sufficiently varied in clinical experience: 
 
“I have wondered over the years if the theory might be a bit too much or because 
when you come out, its a hands on job and Dunedin being a small city I just wonder 
about the (limited) practical experience that you guys might get.” [P10] 
 
In addition, one participant implied that there is an overemphasis in teaching 
‘idealistic’ technical dental skills: “We get taught how to do the perfect cavity and the 
perfect filling and the perfect this and that.” [P5] Certainly, teaching the basis of 
technical skills is essential to operative dentistry. However, this may not be applicable 
in teaching Special Care Dentistry. The concept of Special Care Dentistry differs from 
other disciplines of dentistry; it does not utilise a specific technical skill of dentistry. 
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As described by participants, it is rather a dental discipline that is able to “draw all 
the different components of dentistry into a focus and apply to a patient that require 
special needs.” [P7] It was largely perceived that dental students are not taught to 
consider the overall management of a patient and how it is applied in the context of 
Special Care Dentistry. This sentiment seems to echo on the previous remarks about 
how some general practitioners do not consider a patient as a whole patient but rather 
as “teeth attached to a patient.” [P2] 
 
Despite the participants’ emphasis on the integration of Special Care Dentistry 
components into the undergraduate programme, they acknowledged the challenges of 
implementing it. Most felt that the current programme is already inundated by various 
disciplines of dentistry, leaving little room for the teaching of Special Care Dentistry: 
“I don’t think you can have enough room (Special Care Dentistry). There’s so much 
pressure, time and space at dental schools these days because dental technology’s 
changing, the nature of dentistry is changing, the nature of the patients is constantly 
changing.” [P7]  
 
There was also a belief from the participants that some clinical tutors at the Dental 
School might be reluctant to treat a Special Care patient or supervise a student clinic 
with patients requiring special care: “Some clinical tutors at the Dental School would 
say the patient is not suitable for the student clinic, it’s out of my scope of practice.” 
[P9] Clinical tutors are usually required to simultaneously supervise several students 
in the student clinics, which in its own right, is demanding. It is also important to 
underline the nature of Special Care Dentistry in a clinical teaching context. As 
mentioned in previous chapters, Special Care Dentistry focuses on the wellbeing and 
the overall management of the patient while providing oral care for the patient. In 
addition, patients requiring special care often require extra time and assistance for 
their dental treatment, and can be challenging to treat. The broad spectrum of patients 
requiring special care should be acknowledged and taken into consideration when 
teaching Special Care Dentistry. The aspects of time, medical conditions, behavioural 
management, and requiring additional staff support would certainly complicate the 
treatment of a Special Care patient, let alone the teaching of Special Care Dentistry. 
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With these difficulties in mind, one can conclude why patients requiring special care 
are not seen in these student clinics. In the context of teaching Special Care Dentistry, 
clinical tutors need to be mindful of appropriate case selection for undergraduate 
students to gain experience favourably. On a different perspective, there were also 
anecdotes that suggested that the teaching of clinical tutors are not standardised, 
resulting in some students given the notion that the learning common medical 
conditions was unnecessary: 
 
“I had this student come to me and told me that a clinical tutor said that she doesn’t 
need to know all that medical stuff because she might only see one patient with 
diabetes in a year. She was just really upset, having mixed messages and asking why 
are they learning medical stuff when it does not matter?” [P9] 
 
Although this notion reflected some possible inconsistencies in the teaching standards 
of clinical tutors, it is noteworthy to point out that not all clinical tutors are academic 
Faculty staff of the Dental School. In fact, the local private dental practitioners and 
postgraduate trainees provide a significant portion of undergraduate clinical teaching 
in the Dental School. Unfortunately, the limited teaching of Special Care Dentistry in 
the undergraduate clinics suggested that it remained undervalued, but more 
disturbingly (and maybe more accurately), it also suggested that there is widespread 




Dental graduates in New Zealand enter the dental workforce through either working 
in a private practice or working as a dental house surgeon in DHB hospitals. As 
mentioned in previous chapters, the working experience of dental house surgeons is 
unique and often quite diverse in comparison to private practice. However, most of 
their employment contracts are limited to two years.   
 
Most participants in this study work in DHB hospital settings and they were once 
dental house surgeons themselves. It is also interesting to note that the participants 
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have consistent exposure to new dental graduates as dental house surgeons. 
Conversely, participants have limited interactions with new graduates who are 
working in private practice. Thus, their views of new graduates may only be limited 
to dental house surgeons and not representative of other new graduates in private 
practice. 
 
Patients requiring special care often require long-term care from their health care 
providers including dental clinicians. Some participants felt that the regular two-year 
turnover of dental house surgeons is not conducive for consistent oral health care for 
these patients. One participant believed that new graduates do not have the clinical 
experience to manage patients requiring special care but they are often obligated to 
treat these patients as part of their house surgeon role:  
 
“I think there’s a real good bunch of students that are coming out of the Dental 
School at the moment and they have fantastic intentions. But as soon as they look at 
something that looks medically complicated or if the patient is frail, elderly or has 
slightly challenging behaviour, they tend to say ‘I wasn’t taught how to do this and 
therefore I can’t’.” [P8] 
 
Certain types of patients requiring special care require good rapport and trust to allow 
clinicians to provide care and treatment for them. The limited employment contract of 
two years does not promote consistent care for these patients, as the same participant 
[P8] continued to illustrate: 
 
“But dental house surgeons can’t really do much so for continuing care for adults 
with special needs. They are poor at that because they don’t have the experience. So, 
your adult with Autism, it’s not fair to give them to a first-year house surgeon every 
year. They need to develop a relationship with somebody who they’re going to see 
and their carers are going to see for a long time and so that’s the group of patients 
that we now have identified to be seen by dentists rather than, rather than house 
surgeons.” [P8]  
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The same participant [P8] further empathised with the challenges of a dental house 
surgeon, where she illustrated an example of a radiotherapy patient that may not be 
suitable for dental house surgeons: 
 
“That’s a five to ten-year responsibility and again that’s not for house surgeons. So 
the house surgeon role is, I think, over (the years), they have been treated as a 
dumping ground. They’ve been outside their comfort zone with really complicated 
patients and also sometimes a poorer quality of care or care that is not necessarily in 
that patient’s best interests when there hasn’t been a continuity of care.” [P8] 
 
Being thrown into the ‘deep end’ of clinical situations as such would be very unlikely 
to entice dental house surgeons to enjoy and have a positive experience in Special 
Care Dentistry. This may contribute to the lack of interest and numbers of dental 
house surgeons pursuing a career in Special Care Dentistry despite their experience 
(Kim and Antoun 2010). However, this presented a somewhat paradoxical 
phenomenon in respect of the role of a dental house surgeon, as most participants 
were once dental house surgeons themselves and attributed their interest in Special 
Care Dentistry to their early exposure during their house surgeon years. 
Notwithstanding the participants’ reservation of dental house surgeons treating 
patients requiring special care, this unique dental house surgeon work experience 
could potentially inspire some to follow the footsteps of their Special Care Dental 
consultants. 
 
Interestingly, despite the limitations, there were some positive comments regarding 
the dental house surgeon experience. From their own experience, one participant 
believed that it has helped them to cope better with patients requiring special care 
because they were regularly exposed to patients who require special needs: 
 
“When I was a house officer, I was a bit afraid of disabled people, I didn’t know how 
to manage them...they scared me but now I don’t know what I was afraid of. House 
surgeon job helps you choose to work with the Special Care patients, it did sort of 
help you not just become more confident but comfortable as well.” [P3] 
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On a positive note, some participants commented that the recent graduates in their 
workplaces have commendable qualities, that they are knowledgeable and have 
respectable work ethics. This reflected the quality of teaching and perhaps the 
selection process of dental students when they entered the undergraduate dental 
programme, as one participant remarked: 
 
“I think one of the things which really pleases me about it is we’ve got a very high 
quality of graduates coming through, not just academically but they want to learn, 
they’ve got an ethos of hard work… I’m really impressed with the people coming 
through, they were a good bunch and I think that’s reflected by the fact that a lot of 






All participants firmly believed that Special Care Dentistry components should be 
integrated or at least has the same emphasis on other disciplines of dentistry in the 
undergraduate programme (Table 4). One participant strongly recommended 
undergraduates to have an early exposure to Special Care Dentistry through didactic 
teaching and clinical exposure: “It’s not the moment that you graduate and suddenly 
you start seeing all these people (with special needs). You need to have the exposure 
to them as an undergraduate.” [P7] The participants also felt that by exposing the 
undergraduates to Special Care Dentistry, the future dentists would have a different 
approach to patients who require special needs. The same participant [P7] believed 
that the workforce would have dentists who might be more comfortable in treating 
patients requiring special care but also holistically approach these patients and 
perhaps exercise more positive attitude towards them: 
 
“I think if you want to change the attitudes of general practitioners to Special Care 
Dentistry, it is not so much knowledge. It’s the comfort level and you only become 
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more comfortable looking after people with special needs by actually seeing them and 
treating them right from the beginning (in undergraduate).” [P7] 
 
Previously cited, Faulks et al (2012) proposed education in Special Care Dentistry as 
a possible solution to improve access to oral health care for patients with special 
needs. The authors postulated that improved exposure and training of dental students 
in Special Care Dentistry would not only increase the likelihood of dentists treating 
patients requiring special care but might encourage specialisation. Notwithstanding of 
the demands of the undergraduate programme, participants proposed that some 
components of Special Care Dentistry could be taught in the context of other 
disciplines of dentistry, especially in regards to providing care for those with 




When asked how Special Care Dentistry should be taught, participants recommended 
that it should be taught in a modular block course in which students are exposed to 
Special Care Dentistry for a length of time in various locales that provide Special 
Care Dentistry, as one participant recommended: “Undergraduate curriculum with 
Special Care Dentistry component should be taught in a modular way. It should be 
small groups. It should be taking them outside the lecture theatre and away from the 
dental clinics.” [P8] One participant proposed that the duration of the block course of 
Special Care Dentistry should be longer: “It helps if there’s a block course, not just 
one day a week but you’re there for four weeks in Special care (which is) much more 
effective than dribs and drabs.” [P7] The current undergraduate dental course has a 5-
week outreach programme that allows the final year dental students visit private 
practices and hospital dental units to gain clinical experience. However, participants 
proposed that the exposure to different health care sectors would encourage dental 
students to understand the broader aspects of health, especially concerning access to 
care for vulnerable populations. When compared to the undergraduate medical course, 
one participant highlighted that the medical curriculum has a wider variety of 
outreach programmes including rural/provincial areas and residential rest homes: 
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“Well, actually even the medical students spend time working in rest homes. You 
know, it’s actually seeing how oral and health sits in with general health. It’s looking 
at barriers to care in a practical and pragmatic way. It is putting yourselves outside 
your comfort zone and challenging your prejudice.” [P8]  
 
Others proposed that the Dental School and DHBs should have a mutual agreement to 
provide clinical experience for dental students. In fact, the current undergraduate 
curriculum does provide opportunities for final year dental students to visit a DHB 
hospital for a week during their mid-year semester break. However, these brief 
hospital experience programmes are relatively unstructured and are not exclusive for 
Special Care Dentistry. This arrangement however, has limited number of placements 




In previous chapters, the participants indicated that some general dental practitioners 
are not efficient at communicating with the hospital dental departments and their 
medical colleagues. The participants recommended that the undergraduate students 
should be taught how to collaborate with their professional peers, as it would foster 
collegiality and enhance their understanding of how oral health relates to general 
health. One participant believed that it would promote opportunities for collaborative 
care between medical and dental professionals: 
 
“They should be looking at how they communicate, how they feel inside and out in 
terms of communication with others. Where are your limits as a practitioner because 
there’s such a cross section of disability? With good communication, there’s no 
reason why some of the patients can’t be treated out there under the specialist 
guidance. I just think that there needs to be a little bit more of an awareness of 





Table 4 Participants recommendations for the undergraduate dental 
programme. 
Recommendations Quotations 
Exposure in undergraduate “If you’re exposed to special care and 
special needs dentistry in your 
undergraduate degree, you are more than 
likely to be comfortable with seeing those 
patients in your practice” [P7] 
 
Education and teaching  “I think we just really need to spend a 
little bit more time focusing on teaching 
our undergrads a little bit more about 
special needs and geriodontology and the 
kind of things that they’re likely to be 
actually heading into.” [P5] 
 
Communication “Teach them how to start to just 
communicate a little bit more with their 
local specialists about whether or not 
these patients are someone that they 
could treat in their practice.” [P8] 
 
Collegial Support “The new graduates also need to know 






Several participants agreed that new graduates should be made aware of the collegial 
support that is available to them from the dental community, especially dental 
specialists. Even more importantly, in regards to Special Care Dentistry, the new 
graduates should be well supported by their local experienced dental colleagues. One 
participant highlighted that they should be positively encouraged rather than criticised 
for their inexperience: “The kind of support shouldn’t be like ‘oh, John the new 
dentist down the road had another go at one of those bleeding patients’ but really we 
should’ve saying, ‘good job, he had a go at that but we’ll manage them 
haematologically until they’re stable.” [P11] One participant also recommended new 
graduates should be aware of their own limitations and be comfortable of seeking 
others for support when they are treating patients requiring special care: “You need to 
have a comfort zone when you’re treating the people, you need to know that you’ve 
also got backup if you’re not able to manage something. You need to know your own 
abilities as to what you can do and when to refer.” [P7] However, this is dependent 
on the availability of a Special Care Dentist within their region, which is currently 




The undergraduate programme trains dental students to achieve competency in all 
aspects of dentistry before graduating in the scope of general dentistry. The high 
calibre of recent graduates underscored the quality of the current undergraduate 
course at the Faculty of Dentistry, particularly in clinical knowledge and evidence-
based practice. However, this study also suggested the much-needed emphasis of 
Special Care Dentistry in the undergraduate programme. It was highlighted that there 
was little or no teaching of Special Care Dentistry or exposure to patients requiring 
special care, which in turn limited the understanding of disability among dental 
students. However, it was acknowledged that teaching undergraduates students 
Special Care Dentistry is not easy. Within the confines of the intensive 5-year 
undergraduate programme, there is little leeway for the components of Special Care 
Dentistry to be incorporated and taught. The overemphasis of theoretical knowledge 
was a cause for concern while most acknowledged the spectrum of clinical experience 
is limited at the Faculty of Dentistry due to its surrounding population structure. 
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Interestingly, the findings in this study suggested that the teaching staff in the Dental 
School might have limited exposure to Special Care Dentistry themselves. As a result, 






In this study, the participants were also asked about their perception of the 
postgraduate Special Care Dentistry programme at the Faculty of Dentistry. 
Interestingly, most of them admitted that they have limited understanding of the 
current postgraduate curriculum, with the exception of two participants, who 
graduated less than seven years ago. Others either trained overseas or attained their 
specialist qualification more than a decade ago. However, several participants eagerly 
provided their perspective and recommendations to certain aspects of the postgraduate 




Several participants recommended distance learning, whereby the postgraduate 
trainee continues to remain employed (preferably in a DHB hospital) while gaining 
their clinical experience. It is important to note that the participants who attained their 
specialist qualification from the University of Otago trained through distance 
learning. One participant remarked that they gained better clinical experience from 
working at DHB hospitals than at the Faculty of Dentistry:  
 
“The programme does lack a bit of clinical (experience). I guess purely because 
Dunedin is a smaller town, city and the kind of patients that you see in Special Needs 
is very broad. In Dunedin, you probably only seeing certain group type of patients, 
which in a way was part of the reason why I left, or I had the ability or I was granted 
permission to leave in my final year.” [P1] 
 
There are obvious advantages in working in a DHB while training: (1) as mentioned, 
clinical experience in DHB hospitals potentially could be more varied whilst, being 
able to integrate with other health care services provides a unique learning 
experience; (2) trainees remain employed and are able to maintain their livelihood and 
mitigate the cost of tuition. In addition, a continuity of care for their patients could be 
sustained. However, distance learning has its negative drawbacks. Trainees would 
have to travel to Dunedin from time to time for their block courses, which would 
incur an extra cost of transport and accommodation, along with travelling time. 
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Trainees would also have to plan for leave from their work place and their family. 
Anecdotally, one specialist allegedly exhausted their annual leave each year for their 
training, leaving little or no remaining leave for leisure. Additionally, patients seen at 
the Dental School may not be seen in a timely fashion and most likely would not 
receive consistent care (as they may be treated by another trainee or staff). 
Postgraduate trainees being off-site from the Dental School might not encourage 
collegiality and support from their fellow postgraduate colleagues, and their clinical 




As mentioned in previous sections, Special Care Dentistry is not a technically focused 
discipline of dentistry. In respect to the current circumstances in the Faculty of 
Dentistry 41, certain aspects of Special Care Dentistry education have been adopted by 
other disciplines to compensate the comprehensive curriculum that is required. For 
example, Special Care Dentistry can be taught with other disciplines of dentistry such 
as Oral Surgery and Oral Medicine. Acknowledging the challenges in teaching 
Special Care Dentistry, one participant gave an example of multidisciplinary teaching 
modules to teach a range of dental disciplines using a single case scenario:  
 
“Teaching Special Care within the confines and constraints of a busy University 
course is not easy and as I said before, there are a number of elements that are 
already taught within the other disciplines and so perhaps it’s requirement for 
curriculum committee to sit down and say ok ‘let’s not duplicate teaching’. So, you 
don’t necessarily need to teach Oral Surgery to take teeth out of a demented 84-year-
old lady, but there will be things that you might do from a Special Care point of view 
in terms of patient management. So, I think there’s economies that could be made.” 
[P7] 
 
Participants also believed that there are other alternatives to teaching Special Care 
Dentistry. Recognising that the DHB dental department units have different patient 
																																																								
41Currently, there is no registered Special Care Dental Specialist employed in the Faculty of Dentistry. 
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groups and service priorities, it could be utilised to provide the postgraduate trainees 
with a wider range of clinical experiences by visiting diverse teaching sites:  
 
“It’s such a big area (in reference to Special Care Dentistry). I mean New Zealand 
has established Hospital Dentistry through the different DHB’s. I think it’s a shame 
that the University not acting in this opportunity to work closely with each DHB and 
to train potential future Special Needs Specialists through different DHBs. So there is 
a wide range of clinical exposure in different DHBs. I think that the Universities 
should look at that.” [P1] 
 
Every DHB has different patient priorities, depending on the region’s population 
profile, which in turn determines the variety of oral health services being delivered. 
Several participants who were trained through distance learning appreciated the value 
of their comprehensive experience in DHB hospitals but also recognised the 
challenges and logistics of accommodating a postgraduate trainee (or trainees) in their 
DHB. It would require careful planning and effective liaison with the Faculty of 
Dentistry. It was also emphasised that a Special Care Dental Specialist should be 
leading and coordinating the teaching curriculum:  
 
“Ideally, it would be good to have someone in Otago in charge of the course but it 
needs to be a Special Needs specialist most definitely. I think it would work because 
Special Needs involves so many disciplines and involves your DHB set up as well. It 
involves theatre, and it involves community work etc. I’m not sure whether just sitting 
in a department in Otago really meets and fits the bill (in regards to Special Care 




The scope of Special Care Dentistry is broad, often involving all aspects of dentistry 
while considering the wide medical and the psychosocial dimensions of a patient to 
deliver appropriate oral health care. With that in mind, teaching Special Care 
Dentistry can be challenging due to its comprehensiveness. However, participants 
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believed that the quality of teaching is to be reflected in the delivery of clinical 
teaching, allowing trainees to experience a varied range of challenging case scenarios: 
 
“So the training, the teaching staff and supervisors should be making sure that the 
trainee has a variety of cases. From relatively simple and straight forward that they 
can do pretty well with minimal supervision all the way through to one of two or a few 
complex cases that the trainee needs more assistance with, but there needs to be a 
blend all the way through.” [P7] 
 
The same participant [P7] admitted that the postgraduate course has its own 
limitations due to the length of the course. However, it was proposed that the course 
should at least furnish a wide infrastructure of teachings and clinical experience of 
Special Care Dentistry, in anticipation to provide a framework for continual learning 
after specialisation: 
 
I think that there’s also a limit in what you can learn in a few years so people are 
going to be exposed to a wide variety of things and they should have the knowledge to 
know when to call for help, when to refer, what their limitations are. That knowledge 
should be sound enough that they can build further experience because it’s the 
practice of dentistry...you don’t come out of dental school being an instant expert in 
anything and same I think goes for Special Care Dentistry.” [P7] 
 
The same participant also pointed out that there is a published standardised Special 
Care Dentistry curriculum that can be utilised by teaching institutions as a framework 
for teaching postgraduate Special Care Dentistry (Dougall et al. 2014a). The 
participants indicated there is a network of support among specialist societies that 
could provide guidance on improving the education of Special Care Dentistry: 
“There’s quite a bit of collegiality within the practitioners and people quite willing to 
share ideas so I think that’s important. There are resources all over the world that 
can be drawn.” [P8] Although this international teaching framework is applicable in 
the formation of a Special Care Dentistry training programme, the foundation 
principles of Treaty of Waitangi must be considered and applied in the development 
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of the Special Care Dentistry programme and acknowledge the cultural context of 
New Zealand. The development of the Special Care Dentistry programme must 
consider the full participation and partnership of Maori communities to ensure the 




It was noteworthy that most of the participants have either little to say or strong 
opinions regarding the postgraduate programme. Their responses were somewhat 
unexpected although it could also imply the specialists have little or no involvement 
in the formation of the teaching structure and curriculum of Special Care Dentistry. 
Perhaps this also indirectly reflected their varied training pathways, which could 
explain why only some of the participants (particularly those who trained in New 
Zealand) were more willingly to provide their insights and their experience on the 
postgraduate programme.  
 
However, most participants agreed that training through distance learning seems to be 
the appropriate training pathway in Special Care Dentistry in New Zealand. Most 
believed that DHBs could provide a better variety of clinical experience than at the 
Faculty of Dentistry, albeit it was implied at DHBs in larger city centres. 
Furthermore, there is the advantage of remaining employed, allowing trainees to 
alleviate the cost of their training. However, it was emphasised that there were 
additional cost and logistical challenges such as travelling and scheduling time for 
block courses.  
 
Notwithstanding the comprehensiveness of Special Care Dentistry, many suggested 
that it could be taught in conjunction with other disciplines of Dentistry but in the 
context of Special Care Dentistry. There were also suggestions of utilising DHB 
hospitals as learning sites for postgraduate trainees, where they can be seconded to 
different DHBs for the variety of clinical exposure. However, a mutual memorandum 






to accommodate postgraduate trainees. Concerns over the quality of teaching in the 
Dental School were raised. Participants also admitted that there were teaching 
challenges due to the confines of the course.  
 
Most participants emphasised that Special Care Dentistry postgraduates should be 
experiencing comprehensive and varied clinical case scenarios to learn from, which 





Currently, there is an employment opportunity for an academic Special Care Dentistry 
position in the Faculty of Dentistry at the University of Otago. One of the areas of 
interest in this study was to explore the participants’ view and their interest in the 
academic career. The participants’ consensus suggested that there seem to be a degree 
of reluctance towards the position and they weighed in their perception of the 
academic role. This section is discussed in two parts: (1), qualities of a Special Care 







When the participants were asked about the qualities of what an academic Special 
Care Dentist should have, the participants expressed that the person should have 
relevant qualifications and teaching experience, and have appropriate qualities and 
personalities to teach (Table 5). Participants emphasised that the individual should be 
a specialist in Special Care Dentistry and is recognised by the DCNZ. It was crucial to 
have the appropriate postgraduate training and a good grasp of the teaching 
curriculum of Special Care Dentistry, as one suggested: 
 
“They should have a specialist in the speciality doing the training or at least having 
some role within the training and coordinating it. I think that there should be 
someone with a Special Needs Dentistry specialisation recognised by the Dental 
Council leading and developing the programme.” [P8] 
 
Although most acknowledged that this position is essential, it is also perceived to be a 
challenging position because of various difficulties in the teaching curriculum, and in 
the political realm of academia. Most agreed that there are a limited number of 
specialists who would be interested in this academic position but also believed that it 
is fundamental, as one participant remarked: “Academic is important but it’s pretty 
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hard to (fill this position), there’s not many (of specialists) out there in that way.” 
[P1] 
 
One participant felt that a New Zealand-trained specialist would be more suitable for 
the role. It was postulated that they would understand the New Zealand health system 
and how Special Care Dentistry is practised in New Zealand: “Hopefully a New 
Zealand graduate and someone who knows the system, and got a lot of clinical 
experience who loves teaching.” [P4] Employing a New Zealand-trained Special Care 
Dentist may seem to be the ideal solution. Additionally, their working experience in 
New Zealand would allow them to be familiar with nuances of New Zealand 
healthcare system and able navigate through the political waters of the health care 
system43. It was acknowledged that they would have a ‘home-ground advantage’ 
because their ongoing supportive, collegial network in New Zealand. Most 
participants would have met this criterion, as they are working in the New Zealand 
healthcare system. However, the number of practising specialists that completed their 
postgraduate training from the University of Otago is small; there are only four 
qualifying specialists (if the criterion above is applied). On the other hand, employing 
an overseas academic would have different advantages. It can be argued that those 
who are trained overseas are able to provide a fresh perspective in areas of teaching, 




43 Anecdotally, there is a substantial number of academic staff that are graduates of the University of 
Otago and are actively involved in various Ministry of Health initiatives and research projects. 
 170 




Personalities “You need an incredibly pragmatic, practical, 
accessible and thick skinned person.” [P8] 
 
“Someone who is approachable by students and 
patients” [P5] 
 
Specialist experience “Someone to fill this role should be a Specialist 
obviously so someone who you know, have the good 
experience in the field of special needs and need to 
be able to teach.” [P1] 
 
“I don’t think we should have a general practitioner 
running it.” [P2]44 
 
Politically involved “(You need) somebody to drive it, who’s prepared to 
most probably be politically involved in driving 
special needs ahead.” [P2] 
 
“Some of us need to actually be doing more 
advocacy side of things, so they probably need to be 
a good mixture of research plus clinical orientated 




44 Controversially, the Dental Council of New Zealand 2011-2012 workforce analysis reported there 
was no registered Special Care Dental Specialist employed in the Faculty of Dentistry at the University 





Interestingly, the participants believed the academic role within the Dental School 
goes beyond teaching clinical dentistry and research. The academic position is 
perceived to have wider implications and responsibilities for Special Care Dentistry as 
a whole, which includes specialty advocacy and asserting a political presence for 
Special Care Dentistry. The individual in this academic position is expected to be 
politically involved within the Dental School and within Government agencies such 
as the Ministry of Health. This academic position would oversee the education and 
the future of Special Care Dentistry in New Zealand: 
  
“I think once you’ve got people who are passionate about it, they’re going to have to 
get into the Dental Council. It’s getting in there and making sure that Special Needs 
has got a profile within the NZDA conferences and things like that. Generally upping 
the profile of Special Needs (Dentistry). It’s outside the ordinary. It’s not gonna be 
your 8-5 type of job. It’s getting on committees, it’s being politically active and 
driving it.” [P2] 
 
The same participant believed that this position requires firm leadership and to 
become the spokesperson for Special Care Dentistry in New Zealand: “I mean 
because you’re not just running a course, you become the face of Special Care 




The participants believed that the person in the academic position should also have 
certain personalities. Most participants emphasised the social aspects of 
communication with patients and students. They commented that the individual 




“You want someone that is compassionate and can communicate obviously with the 
students and patient and plenty of experience in the area. I would have thought 
someone who was doing Special Care is probably quite a compassionate person with 
people in general” [P10] 
 
Interestingly, these qualities certainly highlighted the communication skills and ethos 
of Special Care Dentistry that were previously discussed in the chapter ‘Definition of 
Special Care Dentistry’. Being approachable would mean students could learn more 
easily about Special Care Dentistry, particularly when seeking expert opinions and 
clinical advice. It was interesting to note that the participants saw compassion for 
patients as an essential quality. Patients requiring special care are often perceived to 
be more vulnerable than non-Special Care patients are. A recent New Zealand study 
that reviewed empathy in a dentist-patient relationship reported that effective 
communication and empathy could facilitate better patient satisfaction and treatment 
compliance (Jones and Huggins 2014). Perhaps, this type of personality may reflect 
the importance of being a role model for students to emulate and exercise empathy for 
patients. 
 
One participant had a different interpretation on the qualities that an academic Special 
Care Dental Specialist should have. Despite research being part of the academic 
position, the participant believed that most Special Care Dentists are not research 
focused or career driven: “Being an academic, you have to keep pumping out papers 
and things to keep abreast of everyone else. You have to do so many (research) 
papers over years or whatever if you want to progress up the ladder and stuff like 
that.” [P10] When questioned further, the same participant pointed out there is an 
expected personality trait of a Special Care Dentist: “People that tend to do Special 
Care (Dentistry) do it for the patients rather than the career I think.” [P10] This 
could suggest that some clinicians who practise Special Care Dentistry may not see 
pursuing an academic career to be important and may choose to have a less 





It was well acknowledged among the participants that the academic role is hard to fill 
due to the circumstances that surround this role, both in a historical context and in its 
status quo. When asked whether they were interested in this career opportunity, there 
was an overall stance of non-commitment or at least a reluctance to partake in this 
academic position: “I wonder, if yeah, I shouldn’t get involved.” [P8] Some 
participants revealed that the University had offered the position to them, but they 
declined the academic position due to various reasons. Some of the perceived barriers 
were related to their current lifestyle, the challenge of uprooting their family, potential 
financial setbacks, and the responsibilities of the academic role. Most felt it would be 
a significant disadvantage if they had taken on this academic position and perhaps 
viewed it as detrimental to their career and reputation—at least among their peers. 
 
The academic position is a clinical teaching position with an expectation to research 
as part of their job. However, Special Care Dentistry is a clinical focussed specialty, 
and some participants felt this can be a challenge for them to be involved especially in 
research. Moreover, most of the participants had little or no experience in teaching or 
working in an academic institute, as one participant remarked: “I’ve seen the position 
and thought yeah that’d probably be quite a good position to look at kind of going 
forward, but it’s not in the same as where I am working. I don’t have any experience 
in teaching.” [P5] 
 
Participants felt that this academic position was not attractive enough for most of their 
colleagues—and themselves: “The other thing as well is that the career option within 
academia needs to be attractive enough. If people are you know, moving house and 
family, and moving from different countries, there needs to be some certainty offered 
in terms of contracts.” [P7] Most participants in this study are in secure employment 
in DHB hospitals, and they are well established in their area of work. To take on this 
academic position, participants would have to resign from their current work and 
relocate to Dunedin. The remuneration of the academic role is thought to be similar to 
their DHB salary although it was perceived that there were less employment benefits 
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such as CME funding45. Moreover, there are other factors such as the unfamiliar 
environment of an academic institution and significant changes in career, social and 
family commitments: 
 
“We’ll all been offered it believe me and I’d love to do it. I would have dropped my 
hat and gone long ago to do it but unfortunately my wife doesn’t think the same way. 
You can’t just drop everything here. A lot of us would love to come down and do it but 
it’s just other factors including social and family and that sort of thing which is just 
going to restrict us.” [P4] 
 
One participant suggested that part of their reluctance is due to the somewhat 
controversial history of Special Care Dentistry within the Dental School: “What is 
that about? Is it because nobody’s sort of really understood it? It’s a bit woolly in 
some. I don’t know, nobody’s ever got their head around that.” [P11] As a result, the 
academic position of Special Care Dentistry is perceived to be unattractive, and the 
participants did not want to be associated with this area of controversy, as one 
remarked: “The people are just very scared of becoming involved in a bit of a no-win 
situation.” [P8] Employing an academic Special Care Dentist is admittedly 
challenging because of the global shortage of academics in Special Care Dentistry 
(Ahmad et al. 2014). In turn, undergraduates and postgraduates have limited 
opportunity within their dental school to seek the expertise of a Special Care Dentist. 
This dire situation is currently similar in the New Zealand Dental School.  
 
However, one participant remarked that this arduous evolution is expected for Special 
Care Dentistry, as it is reflective of how Special Care Dentistry is developed in other 
parts of the world, both in the aspects of oral health services and in the academic 
community. Special Care Dentistry was born out of the necessity of providing adult 
oral health care services to for those patients who require special needs that ‘outgrew’ 
the scope of Paediatric dental services (Borromeo et al. 2014). One participant 
																																																								
45	As previously noted, academics are unable to join the ASMS to enjoy the employment benefits.	
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illustrated how the status of Special Care Dentistry in New Zealand reflects this 
development: 
 
“I guess that our current situation at the Dental School probably reflects the nature 
of the evolution of Special Care Dentistry. Wherever you look at it in the world and at 
the beginning, it was mainly that our colleagues in Paediatric Dentistry that did a lot 
of the special care. There was a focus on medical problems in dentistry in children 
and of course, it was because they were children, because they had many other 
medical problems and they needed dental work done. I think there was a place for the 
beginnings for Special Care Dentistry.” [P7]  
 
Nonetheless, some participants are optimistic and hopeful for the future of Special 
Care Dentistry at the Dental School: “But things can change and I think that the 
changes that are happening at the Dental School at the moment are positive and 
exciting.” [P8] Interestingly, despite their reluctance to apply or to accept an offer for 
this academic position, some participants were quite amenable to recommend their 
colleagues to take on this role. One participant commented: “I know that some have 
shown an interest in that job but you need somebody to take it forward. I know one 
specialist who was approached on that one, who is very good, politically motivated, 




The academic position in the Faculty of Dentistry has been somewhat controversial. 
The participants believed the lack of leadership and advocacy for Special Care 
Dentistry unintentionally led to the underdevelopment of Special Care Dentistry in the 
current undergraduate and postgraduate dental programme. Consequently, it resulted 
in the belief that it deterred many who were interested in Special Care Dentistry from 
specialising. Despite their reluctance to undertake the academic position, they 




Many felt the current position is not sufficiently attractive for various reasons, 
particularly when compared to their current employment in DHBs. Limited 
experience in research and teaching were the few reasons they felt the academic 
career was not their vocation. Several participants revealed some of the historical 
political controversies that surround this role.  
 
Nonetheless, certain qualities were sought among the participants. Most felt that the 
academic person should at least be a specialist in Special Care Dentistry, supported by 
their international experience in Special Care Dentistry education and research. It was 
expected that this position would be politically involved and have a wide impact on 
the profile of Special Care Dentistry in New Zealand. Interestingly, the participants 
also commented on the innate personalities that the candidate should possess. They 
believed that he or she should be passionate to teach while approachable by students; 
but also pragmatic, empathetic and caring for patients. Perhaps, these attributes 
reflected their personal aspirations of how a Special Care Dental Specialist should be. 
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4.4.2 Older People’s Oral Health 
	
One of the unexpected themes that arose in this study is the concern of the future of 
older people’s oral health. Although Special Care Dentists treat a broad range of 
patients that include those with congenital disabilities and medically compromised 
patients, the population of older people were the participants’ main concern in this 
study. The participants expressed their concerns about the ailing oral health 
conditions that they have seen in their older patients. They further insisted that this 
not be the only an area of concern for Special Care Dentistry but should also be for 
health policymakers, Ministry of Health stakeholders, educators and all dental 
practitioners (Hopcraft 2015).  
 
4.4.2.1 Population Changes 
	
In recent decades, the world’s population is steadily increasing despite the decline in 
birth rates because people are surviving longer and growing older. It has been 
predicted that the proportion of older people will continue to increase when compared 
with the younger population (World Health Organization 2015). In fact, the World 
Health Organization estimated that by the year 2020, the number of people who are 
60 years and older would surpass those who are under 5 years old. The composition 
of the New Zealand population is also changing. In 2016, it was estimated that 14.9% 
of the New Zealand population consisted of those who are aged 65 years and over 
(Statistics New Zealand 2016). The population is projected to grow to as much as 
23.8% of the total population by 2043 (Statistics New Zealand 2013b). 
 
This dramatic shift of population profile will challenge national health care 
infrastructures, causing a sharp rise in the overall social and economic cost of health 
care due to the increasing needs of older people in health care. The recent New 
Zealand National Health Survey reported that older people used more health services 
than younger people—42% of the total expenditure of health care services—and it is 
predicted to rise continually in the coming decades (Ministry of Health 2015a). The 
spending on medical services utilised by older people is increasing at a rate faster than 
any others health care services provided by DHBs, particularly in support services for 
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home and residential care. DHBs will need to re-orientate their resources to meet the 
demands of this population shift and its health care needs. 
 
The people of New Zealand are growing older and surviving longer, in parallel with 
the rest of the world. While getting older and surviving longer, chronic health 
problems accumulate over an extended life course. Those with chronic medical 
conditions will require long-term support including oral health services. It is also 
estimated that almost half of the older people in New Zealand would enter into a long-
term residential aged care facility (Broad et al. 2015). This notion is further supported 
by the evidence of increasing expenses of health care services in residential care 
(Ministry of Health 2015a).  
 
Oral health services are no different. In previous decades, Ettinger and Beck (1982) 
predicted that the consumption of oral health services by older people would 
dynamically change. The authors illustrated world historical, dental, and socio-
economical events that occurred from the 1900’s to the 1980’s, influencing the oral 
health of older people, including the impact of World War I and II on oral health 
utilisation. Historically, older people were the lowest consumers of dental care, due to 
various reasons such being edentulous at a young age and different attitudes towards 
oral health. However, since then, it has been widely acknowledged that the 
consumption of oral health services by the older people of today are now increasing, 
with more of them retaining their natural teeth (Ettinger and Beck 1982; Thomson 
2014). Notwithstanding the advancement of understanding of dental diseases, the 
attitudes of older people are also changing where they demand better oral health and 
wanting to retain their teeth. The recent Oral Health Survey of Older People in New 
Zealand reported that just under half of their sample has retained at least one natural 
tooth (CBG Health Research 2015). It also has been reported that dentate older adults 
are about 6.5 times more likely to seek dental care than those who are edentulous 
(Manski et al. 2004). With these findings, there are implications for the dental 
community to focus on providing care for this vulnerable group. 
 
The participants are well aware that the patient groups both in the community and 
within the hospital are changing and acknowledged the dental professionals needs to 
be able to adapt to this change. The participants noted there is a shift of the type of 
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patients seen in Special Care Dentistry, as one commented: “Well, we’re talking 
about older patients who are sicker so on more medications and who are sometimes 
more fragile as well. Sometimes their mental conditions are quite complex.” [P4] 
 
In the past, their main patient group were younger and often comprised of those who 
have intellectual disabilities and other special needs. However, participants 
recognised that there is an increase of older patients presenting to secondary level 
health care services such as hospitals for dental care. Although the nature of dental 
treatment itself is not complex, the management of medical conditions of these older 
patients complicates the overall treatment. Literature has reported that older patients 
are presenting to specialist dental clinics with increasingly complex medical 
conditions and medications, particularly with mental health conditions such as 
dementia (Lee et al. 2015b). As a result, participants are concerned that treating older 
patients will inundate the hospital and Special Care dental services.  
 
Participants anticipated an increase of referrals of older people (with chronic medical 
conditions and medications) by physicians, dentists, and other health care workers 
because the patients are more likely to require Special Care Dentistry within a 
hospital setting. This puts significant strain on the workforce and resources in State-
funded oral health care services. It would inadvertently displace other patients 
requiring special care and impact on their accessibility to oral health services: 
 
“So and I think that’s my concern is with the ageing population is the capacity we’ve 
got. We might start to get pressure on it because if we start filling up with everybody 
over 65 with a bit of a complex medical background, that’ll just clog our services up. 
But if we have to provide care to everybody over 65, well there won’t be enough 
resource I don’t think.” [P11] 
 
When participants were asked about the status of the ageing population and their oral 
health, there was a resounding agreement—older people’s oral health is a critical 
problem in New Zealand: “Be ready for them because the avalanche is coming of all 
these (older) patients.” [P4] There was an overall ‘doom and gloom’ impression 
made by all participants; they were describing it with words—such as avalanche, 
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tsunami, wave, nightmare, and dilemma—suggesting a premonition to an impending 
oral health care crisis of the ageing population:  
 
“Older health is going to be a huge…you know, all those things that people have been 
talking about for ages, which will just hit us, I think. Dementia, older health, 
polypharmacy, yeah it’s going to be a big thing in the future.” [P10] 
 
Older people of today no longer fit the perceived stereotype. They are considered a 
diverse group of the population, with health status that can range from healthy to fully 
dependent on caregivers; their dentition can range from fully dentate to edentulous 
(Ettinger 1993). With the rising ‘tide’ older patients with more retained teeth, perhaps 
it is sensible to accept the stark reality: treating older patients will be part of the 
mainstream practice of dentistry—in both the public sector and private practice. 
Inevitably, all dental practitioners, specialist and non-specialist alike, will need to be 
prepared for this growing issue. 
 
4.4.2.2 Vested Interest 
	
Some of the older participants reflected their ageing as they are close to their 
retirement age and they expressed concern of their potential predicament of their oral 
health. “Horrendous. Seriously, I’m one of them you know (laughs).” [P9] As 
clinicians, they feel that they need to be involved in the future of older people’s oral 
health as it concerns their own future: “I’ve got vested interests in this one (laughs). I 
wanna make sure they clean my teeth!” [P3] Clearly, this dilemma of the oral health 
provision for older people strikes a personal chord with the older participants. 
 
The older participants are aware of the challenges of getting old and the future of their 
health. One participant expressed rather cynically that if they ended up being in a rest 
home, they would like to have all their teeth removed and replaced with implant 
supported dentures so that they have less of a worry about the prognosis of their 
natural teeth. It was interesting to note that several participants—who are advocates 
for oral health themselves—have such bleak views of the future of their oral health if 
they were to reside in long-term residential care. They firmly believed that oral 
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hygiene is not a priority in residential care homes and many are neglected. This notion 
of poor oral health for those in residential care is neither unique nor unexpected. 
Numerous studies have reported that those who live in long-term residential care have 
poorer oral health (Gerritsen et al. 2015; Ghazal et al. 2015; Pearson and Chalmers 
2004; Smith et al. 2010a). An Adelaide study that examined the caries incidence and 
increments in nursing home residents found more than half of their sample had active 
coronal caries and almost half had untreated root caries (Chalmers et al. 2005). 
Disturbingly, they also reported that almost three-quarters of those who lived in 
nursing homes developed new decay in their teeth after just one year of follow-up.  
 
Some participants proposed the idea of integrated dental care within aged care 
facilities. However, it did not prove to be substantially beneficial, one study reported 
that only some residents had a reduction in dental treatment after a extended period of 
stay in such facility, while most persisted to have had high treatment needs (Gerritsen 
et al. 2015). Interestingly, they also reported that the dentists servicing the institutions 
were reluctant to provide restorative treatment for those who were considered most 
frail. Recently, a national level oral health survey of older people in New Zealand 
found similar results: there were high levels of unmet oral health needs in residential 
care—both in self-reported oral health and in clinical examinations. Nearly two-thirds 
of those who live in residential care had untreated coronal caries, and one-third had 
untreated root caries (CBG Health Research 2015). With these findings, it is evident 
why the participants are very reluctant to enter into residential care—or even more so 
to be insistently advocating for better oral health services for older people. It is a 
confronting reality that at least one of the older participants in this study will 
inevitably be in a rest home as it is estimated that about half of New Zealand seniors 
will end up in a long-term residential care (Broad et al. 2015). 
 
4.4.2.3 Teeth for Life for Everyone 
	
The term ‘Teeth for Life for Everyone’ was used by some of the participants. This 
term was coined as an aspiration to retain natural teeth in patients’ lifetime. It was 
widely promoted because of the high prevalence of tooth loss in the 1970s. Due to the 
advancement of dentistry and oral health, the participants noted their patients are able 
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to retain their teeth better. However, some of their patients are now ageing with their 
health deteriorating—to a point where they can no longer care for their teeth—
creating another new dimension of clinical challenge in the participants’ practice of 
dentistry. 
 
Some participants expressed their concern regarding the philosophy of ‘Teeth for Life 
for Everyone’. Most remarked that in the context of older people and patients who 
require special needs, it was not necessarily achievable or practical: 
 
“Here we are struggling away, you know ‘teeth for life for everyone’ I mean how 
many (times you’ve heard) a dentist who has told the patient before you meet up with 
them that said ‘oh you’ll have your teeth for the rest of your life’ and you feel like 
snarling ‘ who said it?! It’s just not true!” [P9]  
 
The participants believed it was a philosophical idea at the time as “there was a high 
expectation that they (patients) would lose teeth in their journey through life.” [P6] It 
was considered an applicable concept because the rate of edentulism was high and it 
served its purpose to promote oral health among the population, as one participant 
explained: 
 
“I think that it (‘Teeth for Life’) occurred in dentistry in my period of practice is that 
when I graduated (in the 1970s), 30% of people had lost their teeth by the age of 30. 
Now obviously my generation (of dentists), we were successful, we’ve kept them 
through, we’ve got now a large percentage of the people are in their 60s, 70s have 
retained their teeth.” [P2] 
 
Most participants agreed that it is still an achievable goal in oral health as long as the 
patient can maintain their oral hygiene and self-care. However, most believed that it is 
not applicable when debilitating disease such as dementia complicated their patients’ 
general health: “People spend thousands and thousands on their teeth and then it’s 
like now their dementia’s there, what do you do then?” [P9] 
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As the participants admitted that “(We’re) victims of our own success!” [P3], they 
remarked that dental clinicians are facing a new dilemma with their older patients—
who are surviving into older age with most of their teeth retained, while complicated 
by deteriorating health. In addition, participants noted the change in societal attitudes 
towards oral health. The older people of today have higher expectations to retain their 
teeth because they had invested their money and effort into maintaining their teeth 
and oral health. Individuals who had looked after their teeth well expect to do so for 
the rest of their lives (Bedos et al. 2009; Gallagher and Fiske 2007). There are 
benefits of maintaining dentition into old age. A Japanese cohort study reported that 
older people who can retain 20 teeth or more might live longer than their counterparts 
who had fewer teeth (Hirotomi et al. 2015). The authors, however, did caution that 
their findings might not be generalisable to other countries due to social cultural and 
health care system differences. 
 
Interestingly, a recent qualitative study investigated dentists perspectives on the oral 
health of older people (Smith and Thomson 2017). One of their findings was related 
to the ‘Teeth for Life’ philosophy. The dentists involved believed that older 
individuals would require good access to oral health care services and support from 
their caregivers to maintain their teeth for life. Notwithstanding their findings, the 
authors proposed general practitioners should be prepared to discuss the future 
prognosis of oral health with their older patients.  
 
Conversely, although their patients are growing older, the participants remarked that 
general dentists are not prepared or experienced enough in discussing end of life 
planning for their older patients. Participants perceived that general dentists do not 
recognise the health dynamics of their older patients, whereby their patients’ health 
can dramatically change from an independent individual to a frail and dependent 
person. In addition, dentists are not trained in providing end of life care. There were 
substantial concerns that clinicians are not prepared for these changes and 




“It’s just that dentistry is only a tiny tiny little bit of healthcare but this is it. It’s right 
across the board, the country and the world hasn’t woken up to that. (Dentist are) 
absolutely not (prepared) for retirement or end of life planning for their patients and 
what’s more, I think some of it is just ‘don’t want to know’.” [P9] 
 
Participants believed that dentists should exercise the concept of ‘Teeth for Life’ with 
caution when managing older patients. Although a worthy ambition, it may not be an 
appropriate and pragmatic approach for older patients—particularly those who are 
dependent and frail. 
 
4.4.2.4 Dementia in Older People 
	
Dementia (especially, Alzheimer’s disease) patients were a major concern for all 
participants, and they found it challenging due the complexity and impact of the 
disease to oral health. Dementia is a neurodegenerative disease that often afflicts the 
elderly, which leads to progressive neurocognitive decline resulting frailty, falls, 
sensory impairments and increase in other medical complexities (Robbins 2016). 
These impairments are considered part of the ‘geriatric giants’46, and they are 
interlinked, where failure in one aspect can lead to failure in others (Foltyn 2015; 
Isaacs 1992). Even the healthiest person, once diagnosed with dementia, would 
eventually succumb to this unfortunate progressive disease, whereby they would 
require constant care and assistance with the most basic activities of daily living 
including cleaning their teeth. 
 
Dementia is regarded as a global health challenge; WHO estimated that 47 million 
people are affected by dementia worldwide (World Health Organization 2017). In 
New Zealand, the Ministry of Health reported that 62,000 people are affected by 
dementia. The number of individuals with dementia is growing significantly in New 
Zealand; it was reported that there was a 29% increase of dementia patients from the 
																																																								
46	The late Sir Bernard Isaacs first coined this, as he defined the five domains of ‘Geriatric Giants’: 
Immobility; Instability; Incontinence; Intellectual impairment, and Iatrogenic. 
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year 2011 to 2016. It is estimated that more than 100,000 people will be affected by 
dementia by 2030 and 170,000 by 2050 (Deloitte 2017). 
 
Dementia patients substantially depend on various health care services to support their 
ailing health. This may include hospital services; caregivers support, and residential 
care services. Consequently, the demand will put a significant strain on services; 
workforce and financial resources on the public health care system. It was reported 
that in 2016, services utilisation for dementia care cost about $1.7 billion New 
Zealand Dollars and it has projected to increase to a staggering $4.6 billion by 2050 
(Deloitte 2017). Disturbingly, according to the same report, aged care47 spending 
dominated over half of the economic cost of dementia in New Zealand.  
 
With the ageing population that is compounded by the increase in dementia patients, 
it can be asserted that this subgroup of older patients will become one of the key 
concerns in public health. Participants are well aware of the poor oral health 
conditions of dementia patients and acknowledged that this is an impending problem 
in the oral health care of older people: “I mean you go into the Alzheimer’s wing of 
retirement homes and look into their mouths. You know it is a huge problem. I don’t 
know what the answer is.” [P6] It is reported that dementia patients not only have 
poor oral health in general but also less likely to attend regular dental visits. The oral 
hygiene of dementia patients has been reported to be significantly poorer and they 
require more assistance for oral care than those without dementia (Chalmers et al. 
2005; Pearson and Chalmers 2004). 
 
There were concerns about the quality of oral hygiene care of dementia patients in 
residential care: “You know once you get a bit dementia and you get into a home. You 
stop brushing your teeth and end up at the hospital with oral sepsis.” [P6] Pearson 
and Chalmers’ critical systematic review in 2004 demonstrated similar findings across 
a multitude of studies. However, they pointed out that most of the studies conducted 
had a high degree of edentulism among their samples, which in turn may not be 
																																																								
47 Aged care is defined in the report as residential care, continual care, dementia units, and 
psychogeriatric services. 
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reflective of today’s older people dentition status. Most had low expectations of the 
caregivers to carry out effective oral hygiene for their patients. All participants 
broadly agreed that their dementia patients generally have poor oral hygiene care and 
often presented with neglected mouths. One participant gave an account how he/she 
determined the quality of attention from a residential home: “You can judge the 
standard of care by how well the mouth is looked after by caregivers.” [P2] When 
asked for further details, the participant inferred: “that the mouth was generally the 
last place for caregivers to clean so that if you had a patient with a clean mouth 
instead of great big gloops (sic) of gob, then you could guarantee that the rest of the 
body had properly been cleaned” [P2]. This implied that the mouth is the least 
prioritised area for care among dementia patients and often neglected by caregivers.  
 
The participants also pointed out that the caregivers are often tasked with 
management of the general and medical needs of their patients. This notion is 
consistent with findings of studies that examined oral hygiene practices in residential 
homes (McKelvey et al. 2003; Pearson and Chalmers 2004; Smith et al. 2010a). 
These tasks are often time-consuming, and regular oral care is often not a priority. 
Similar findings were also reported by a recent study (Smith and Thomson 2017). 
Although personal hygiene policies are in place in residential care, it may not reflect 
whether actual oral hygiene practices are carried out (McKelvey et al. 2003). One 
participant pointed out that caregivers might not be comfortable or have sufficient 
time to provide effective oral hygiene care for their patients: 
 
“We treat quite a few elderly and quite a few early Alzheimer’s or dementia patients 
or even you know if you’ve had a stroke, you can’t brush your teeth. You’re in a home 
but you’re still quite with it but the caregivers are paid a basic minimum wage, 
they’re not hygienists. You can’t expect them to spend ten minutes flossing and 
brushing an adult, can you? I mean especially when they’ve got about thirty patients 
to feed and get to bed.” [P6] 
 
Dementia patients can be unpredictable on a day-to-day basis and pose significant 
difficulties to caregivers because they can be uncooperatively at times and worse, 
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combative and aggressive. The literature has reported extensively about patient 
resistance to oral hygiene care in residential care (Chalmers et al. 2002; Chalmers et 
al. 1996; Ghazal et al. 2015; Risma et al. 2015). Chalmers and her colleagues (2002) 
reported caregivers had significant difficulties in providing oral care in at least half of 
the residents because the patient refused to open their mouth, did not understand 
instructions or became abusive. Risma and colleagues (2015) investigated the comfort 
levels of caregivers’ management resistance patients in oral hygiene care. In their 
study, they reported that those who had experienced difficulties from patients were 
significantly more comfortable in providing oral hygiene care but were twice more 
likely to experience patient resistance. Surprisingly, caregivers anticipated resistance 
from patients, and the authors concluded experienced caregivers are more likely to 
persevere to provide oral hygiene care despite the challenges. However, in another 
study, time constraints, lack of support staff and limited training were considered as 
barriers by caregivers (Coleman and Watson 2006).   
 
On a clinical level, several participants commented on the challenge of treating 
dementia patients. There were occasions where it became an ethical dilemma to treat 
due to the complexity and the health prognosis of the patient, as one participant gave 
an example: 
 
“Probably more of a challenge or come up to the surface is the dementia patients 
seem to be more and more. I find challenging when to dive in (to treat) and do 
something. I think when their teeth are starting to break, should we be giving them a 
general anaesthetic? So it’s a bit of a dilemma.” [P10] 
 
When asked how they overcome this challenge, most participants expressed that they 
have to approach their patient’s oral health care in a rather pragmatic manner, 
whereby they have to consider the reality and the prognosis of their patient’s general 
health and oral health. One participant illustrated this: “We’ve sort of come to the 
point where if they’re not in pain, they’re eating, functioning well we might leave 
those fractured teeth as (it) is and then if we have to deal with it when we have to. 
That’s our policy at the moment anyway, unwritten policy.” [P10] 
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It was interesting to note that an ‘unwritten policy’ is used and there was no 
standardised protocol for dental treatment of dementia patients. The participants 
implied that complex treatments are generally avoided and are focused on maintaining 
function and comfort for the patient. Any advanced complex dentistry would pose an 
ethical dilemma and increases the burden of maintaining them (Murray 2015). 
Treating dementia patients is challenging, whereby patient management is often 
variable and unpredictable due to communication barriers, poor support from their 
caregivers, and their worsening medical conditions (Foltyn 2015). In many cases, 
dental clinicians are forced to resort to palliative care dentistry for these patients. 
 
Dementia patients may not necessarily have access to regular dental examinations 
from private or public practice. However, when referred, these patients are often 
presented with acute toothaches or dental infections. Participants felt that the 
management of these patients was often long overdue, necessitating removing the 
offending tooth (or teeth) rather than trying to restore them: “They tend to be 
neglected and when they’re presented to hospital. Many times, it’s a bit too late.” 
[P1] Some participants also gave anecdotes about their experiences managing 
dementia patients with acute dental infections, who required intensive care and 
hospitalisation: “For example, last week I had a ninety-two-year-old with dementia 
who got brought into hospital with a facial cellulitis and absolutely a mouthful of 
rotten teeth and she ended up in ICU48.” [P2] 
 
Remarkably, dementia patient’s oral health was also perceived to be of concern by the 
medical professionals. However, it has been documented that general medical 
practitioners may not be aware of the oral health of their older patients (Andersson et 
al. 2007). The authors reported that there were significant cultural differences 
between dentistry and medicine in regards to older people. They postulated there is a 
lack of integration between dentistry and medicine contributed to the limited oral 
health awareness among medical professionals. Conversely, one participant remarked 
that medical doctors within the hospital might have similar opinions: 
  
																																																								
48 Intensive Care Unit 
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“I talked to one geriatrician. Yeah she thought there would be a tsunami coming of 
Dementia patients and elderly patients with medical and dental issues that are going 
to be big issues for us in the near future. I think she’s probably right, polypharmacy, 
and medical problems in the elderly. It’s going to be a nightmare. I’d hate to be a 
young Special Care Dentist actually.” [P11] 
 
Using the word ‘tsunami’ or ‘tidal wave’ implied there is an impending increase of 
dementia patients presenting in health services—including oral health services. It is 
interesting to note that the participant believed that Special Care Dentists would 
predominantly be responsible for dementia patients’ oral care. Unfortunately, it 
appears that the Special Care Dentistry community must be prepared to for this 
incoming (if not, already present) increasing demand for oral health services by 
dementia patients. It has been proposed that Special Care Dentistry—together with 
Prosthodontics—should be the disciplines of dentistry that could focus on treating 
older patients (Thomson and Ma 2014). However, the authors acknowledged that it 
would be challenging because of the scarcity of Special Care Dentists. 
 
4.4.2.5 Treating Older People in Private Practice 
	
General dental practice is considered primary oral health care providers. Participants 
agreed that general dentists should be involved in caring for the older patients but also 
acknowledged that there are many barriers to access and delivery of care in private 
practice. Various reasons were given which include medical complexities, financial 
reasons, and a general reluctance to treat these patients. 
 
Most participants believed that private practitioners preferred not to see older patients 
due to the perceived limited financial gain from these patients. Some pointed out that 
these older patients are usually on fixed incomes and may not seek more expensive 
treatment options, as one participant observed: 
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“ Of course these patients don’t attract any funding at all in private practice so and 
sometimes they can be quite complex. The fact that you know some patients will 
require different wheel chair facilities, will require more time and will require some 
interventional dentistry and medicine and so can be time-consuming.” [P4] 
 
It seems that seeing older patients in private practice was perceived to be unsuitable 
due to financial limitations, as the same participant remarked: “So in private practice 
you know you’ve got to be aware of this and sometimes they can’t be treated in 
private practice for that reason.” [P4] This is a consistent with the findings in a New 
Zealand study, whereby it was reported that more than half of the respondents 
mentioned the lack of the financial incentive in treating older patients (Antoun et al. 
2008). One participant pointed out that retired older people are on a fixed income, 
which some participants viewed this may be a limiting factor of older people seeking 
dental care:  
 
“You’ve got a whole lot of people going onto fixed incomes and private dentistry is 
very expensive, you know every consultation there’s a fee, so how do you fund for that 
to make it worthwhile for private dentists.” [P11] 
 
However, other participants expressed the reluctance of general dentists to treat older 
patients:  
 
“God, I sound very critical of general dentists but I think sometimes when the money 
starts to run out on some of the baby boomers. You know, all of their crown and 
bridge work starts to fail or they have a stroke and end up in a rest home, they then 
seem to get referred off to the local hospital or to the local specialist.” [P5]  
 
Their apparent negative remarks suggested that these older patients who were once 
‘lucrative’ for dentists, now becomes a burden to care, particularly when their 
patients’ health deteriorates or they are unable to care for themselves. Despite the cost 
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of dentistry being a barrier to care for many, several participants were disconcerted by 
the acquisitiveness of their colleagues. 
 
In a different perspective, one participant also pointed out:  “As they grow older, they 
lose teeth, et cetera but once they reach the stage of full dentures, the dentists don’t 
see these patients anymore until they either need new denture or have problems with 
their denture.” [P1] A European study that investigated dental care patterns in older 
people reported that age of the older individual was not a determinant of dental 
service utilisation but rather the remaining number of teeth (Holm-Pedersen et al. 
2005). It can be argued that older patients may not see the point of visiting their 
dentists if they do not have any remaining natural teeth. Evidence showed that older 
people are reluctant to seek dental care even when their dentures are problematic and 
ill-fitting (Ettinger 1971). Nonetheless, most participants believed that edentulous 
patients should be informed of the importance of regular dental visits. A recent study 
examined the oral health knowledge of older people and found that many of their 
respondents were knowledgeable of teeth-related oral diseases such as dental caries 
(McQuistan et al. 2015). However, many in their sample were not aware of other oral 
health-related diseases such as oral cancer and periodontal disease. Older people are 
also more prone to other oral health-related conditions—such as dry mouth, oral 
thrush, and oral cancer—which warranted regular dental reviews (Thomson 2014). 
 
Participants agreed that treating older patients in private practice can be a formidable 
task and acknowledged that it is a multifactorial dilemma for most clinicians. Reasons 
are due to not only financial limitations but also associated medical conditions and 
polypharmacy. In addition to their financial limitations, one participant indicated that 
obtaining accurate medical history could be challenging because older patients may 
not be well informed of their own health and medication: 
 
“The dentists are in a really difficult position because the elderly often don’t want to 
spend any money; they often got multiple medical problems. They are not necessarily 
good historians and so it’s often difficult for the dentists to get accurate information 
and they are often, as a deterrent for clinicians.” [P8] 
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Systemic chronic diseases are common among older people particularly 
cardiovascular diseases. Antoun and colleagues (2008) found that almost half of their 
respondents reported complex medical conditions are one of the barriers to treat older 
patients. Although medical conditions in older people can be complex, dentists with 
appropriate medical professional support should be able to treat older patients with 
medical conditions (Scully and Ettinger 2007). Dentists should also be up-to-date 
with the emergency management of common illnesses and diseases such as diabetes 
and cardiovascular conditions (Tavares et al. 2014). Some participants also 
emphasised the importance of understanding informed consent, particularly for 
individuals with questionable capacity to consent. 
 
Although the interviewees did not demonstrate any overt comments, the overall 
impression was that, for one reason or another, most general dentists are reluctant to 
treat them older people. It can be suggested there is an undercurrent of social 
stereotyping and stigma of older people within the dental profession (Wright 2015). 
On a different perspective, several participants admitted that their colleagues faced 
the challenge of what constitutes good oral health for their older patients. There were 
concerns that dentists may be overlooking the overall well being of their older 
patients, as one remarked: 
 
“The dentists in my experience feel very torn in between, and we’re all trying to learn 
what the definition of good oral health is for a frail elderly person. While many 
dentists are focussed on perfect teeth as opposed to a mouth that is pain-free, 
comfortable, and has minimal disease.” [P8] 
 
On a positive note, participants also believed that some dental practitioners do attempt 
their best to see their older patients who they have been treating for many years. 
Additionally, some participants expressed their support for their colleagues when a 
patient is referred to them: 
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“On the other hand, I think most of the private practices would do their best to try to 
treat the older patients. However, if they have a problem they often refer them to me 
or to the hospital. I’d get someone referred who I just say look you have to be treated 
in the hospital. I can’t do it in my Private Practice.” [P6] 
 
It is noteworthy that the perceived barriers such as time and financial constraints, 
accessibility, and medical complexities are surprisingly similar to the barriers in 
providing Special Care Dentistry in private practice mentioned in this current study 





Participants believed that most private practitioners could treat older patients with 
mild to moderate medical conditions. However, participants also emphasised that 
dentists should communicate with their medical peers or local specialist for 
supportive advice if required: 
 
“Special Care Dentistry become a bit more involved (with older patients) but again 
we can’t become a dumping group and many elderly people can be appropriately 
cared for via general dental practitioners. The general dental practitioner needs to be 
prepared to talk to general medical practitioners more and get better medical 
information. They need to be prepared to develop an understanding of what good oral 
health is and not be intervention focussed.” [P8] 
 
A Welsh study explored the associations between dental treatments plans and 
complexity of oral care delivery in patients that lived in residential care homes 
(Morgan et al. 2016). When the authors compared the dentists’ treatment plans, they 
found most treatments consisted of preventative regimes, basic restorative treatments, 
and periodontal procedures. Interestingly, they concluded that general dentists could 
have easily addressed half of the sample patients while Special Care Dentists should 
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treat cases that are more complex. However, the authors did note most of the dentists 
required more time to treat the older patients, particularly those with increasing 
complexities.  
 
Some participants also recommended that dental practitioners need to be able to 
recognise life course changes in their older patients. The health of older patients can 
change dramatically especially those with chronic conditions. Many general dentists 
have a good relationship with their patients, who have attended their regular dental 
visits over many years. They would have developed a rapport and know each other 
well. Participants recommended that dental practitioners should be educated to 
discern the differences between physiological and pathological ageing and their 
consequential effects on general health and the mouth. Those who are in private 
practice are in a position to detect these changes and adjust their treatment approach 
(Lamster et al. 2016). Dentists could play a vital role in detecting early signs of 
dementia of their patients and help to refer them for appropriate treatment and care. 
However, dentists need to be aware of the subtle early signs of dementia. Continual 
education would prove to be essential to aid dentists in continuing to provide care for 
these patients (Chalmers 2000). The role of a general dental practitioner could not be 
better placed to see the life changes in their patients especially those who are elderly 
(McNamara et al. 2014). However, as mentioned, there is still a general unwillingness 
of dentists to treat older patients. This is especially the case in older patients with 
complex medical conditions and medications, as indicated by a number of studies 
(Antoun et al. 2008; Derbi and Borromeo 2016). 
 
There is a call for the improvement of collaboration and communication between the 
medical and dental community (Jatrana et al. 2009; Shimpi et al. 2016). However, 
Special Care Dentists must play their role in facilitating the relationship between the 
dental and medical practitioners. Other participants pointed out that Special Care 
Dentists should also be in a supportive role for general dentists:  
 
“ You know to a point, and then they come to us you know so, I see us as a safety net 
service to some extent. A two way reciprocal (relationship) you know so there are 
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people who have some of their treatment in private practice and then some stuff 
treated in a hospital by a Special Care Dentist.” [P3]  
 
Some participants believed that all dental practitioners should be competent in 
managing older patients. Ettinger and Beck (1984) suggested that older individuals 
should be triaged; where general dentists could easily manage independent older 
patients while specialists can treat those with needs that are more complex, for 
example- an older patient with advanced dementia with polypharmacy and severe 




Most believed that educating general dentists in the management of older people’s 
oral health would be part of their role: “So that’s about education and communication 
from Special Care Dentists to the medical practitioners, and general dentists.” [P8] 
Being aware of the challenges ahead with older patients, dental clinicians must be 
prepared and able to adapt to needs of the population. The participants indicated that 
education of oral health should be taught to all levels of health care sectors, not just 
within the dental community. They particularly advocated for education in older 
people’s oral health as the key priority:  
 
“I think number one is education. For ourselves, our colleagues, and then for all the 
stakeholders within Dentistry. So that’s your Government, DHB’s etc. And if you did 
that I think that people would start to realise what the problem is and how we can 
adequately fund it and resource it.” [P4]  
 
The appeal for education improvements in Geriatric Dentistry is not unheard of. 
Various studies in the literature have been emphasising education on this particular 
population (Borromeo 2012; Ettinger 2012; Ettinger and Beck 1984; Ettinger and 
Cowen 2016; Lee et al. 2015b; Shetty 2014). Borromeo (2012) proposed three areas 
of focus with respect to the education of Geriatric Dentistry: workforce education, 
university curricula, and continual professional development. Several participants 
suggested that education of older people’s oral health should be considered as a ‘pre-
emptive strike’ measure, implying it should be emphasised in undergraduate 
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programmes. One participant commented there is ‘passing on the baton of 
responsibility’ [P4], the handling down of their clinical knowledge and experience to 
their younger colleagues. The same participant [P4] also implied that the burden of 
older people’s oral health might rest on the shoulders of the younger generation of 
dentists:  
 
“So it’s going to be down to educating everybody before it happens, before all my 
generation retire. All that experience is going to go before this huge number (of older 
people) starts to hit the dental surgeries. This generation (of patients) didn’t have 
fluoride. We’re going to have a real big problem.” [P4] 
 
One participant further explained that the New Zealand Dental Association (NZDA) 
had a vital role to play in providing professional development courses to disseminate 
education to the existing workforce. Dentists need to be armed with contemporary 
views of older people’s oral health and its implications for the general health. More 
specifically, participants proposed that continual education providers should shift the 
focus of general dentists to providing ‘rational oral care’ for older people in private 
practice (Ettinger 2015): 
 
“There needs to be an increasing focus on oral health being, access to oral health 
care and an understanding of what is a healthy mouth and less focus on individual 
procedures. What I’m talking about that is the understanding of what a healthy mouth 
is: dignified, free of pain, comfort for elderly people especially. That’s going to be the 
big challenge coming up in the next twenty years.” [P8] 
 
Ettinger’s paper on treatment planning and oral care for older patients rationalised the 
idea of providing cost-effective care under treatment plans that consider the best 
interest of the patient and modifying factors such as their general and oral health 
prognosis, capacity to consent, self-care capability, and their socioeconomic status 
(Ettinger 2015).   
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On a positive note, one participant praised NZDA’s role in educating the dental 
community but further acknowledged that education must be applied to all levels of 
dental education:  
 
“NZDA plays a fantastic role, very valuable role in providing courses and continuing 
professional development. So it needs to be recognised right from not only the 
undergraduate and postgraduate training but within the profession itself that we’re 





One participant underscored the importance of future proofing the appropriate mix of 
dental clinicians to meet the demands of this evolving population of older patients. He 
also remarked that education in geriatric oral health has to be continuously supported 
by contemporary and up-to-date research evidence because the population is 
dynamically changing.  
 
“You’re not gonna be able to do a training course while you’re an undergraduate or 
even postgraduate and come out of it at a fixed point of time saying aha! This 
workforce of people can look after this cohort of older people. That’s not gonna be 
the case, we need to be adaptable and evolve as the population evolves” [P7] 
 
The same participant also recommended Dental Public Health Specialists to continue 
to focus their work on older people and “do some crystal ball gazing as best that they 
can to make sure that the workforce is adequately trained.” [P7] He acknowledged 
that the involvement of Dental Public Health Specialists is paramount to gather 
necessary information on population changes and provide the appropriate 
recommendations for workforce requirements:  
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“The Public Health Dentists might be raising the flags to say look we’ve now got you 
know, 12% more over 85s than we did but you’re always trying to play catch-up. 
However, I think they can indicate what’s going on in terms of population trends and 




Several participants proposed the idea of providing domiciliary dental services for 
older patients, particularly for those unable to travel to their dentists. Domiciliary oral 
health services usually require the dental practitioner (and usually with their 
supporting staff) to travel to patients and provide dental care. The dental care 
provided is often relatively basic due to the limitations of facilities and dental 
equipment. Moreover, very few residential care facilities are equipped with built-in 
dental facilities to accommodate a visiting dentist, let alone providing necessary 
dental equipment. Several participants commented that if there are any domiciliary 
services delivered, most dental practitioners provide it out of goodwill rather than fee-
for-service, unlike in the UK where these services are provided by the National 
Health Services (Lewis and Fiske 2011). One participant offers domiciliary care to 
older patients; however, he also admitted that it is only a subsidiary service rather 
than the mainstream service that he provides in private practice. Although it improves 
the accessibility for older patients, it comes with its challenges of operational and 
financial limitations to the practitioner:  
 
“If you need to visit someone in a rest home so the type of dentistry is not your bread 
and butter run-of-the-mill dentistry. Financially it’s not as rewarding when compared 
to providing treatment in the dental chair. I’ve been doing this domiciliary mobile 
dentistry and you do see a big group of patients, older people in rest homes or in 
private hospitals who need a lot of oral care.” [P1]  
 
He admitted that providing domiciliary care is challenging for most private 
practitioners because dentistry is performed out of their private practice clinics, which 
most are not familiar with: “You have to go out and actually see someone who’s very 
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different and you’re out of your comfort zone. It’s not easy because Dentists probably 
find it hard to look after this group of patients at times.” [P1] 
 
Providing domiciliary services may seem a noble cause but the required additional 
cost and time may prove to be financially restrictive for many (Holm-Pedersen et al. 
2005). General dentists perceive little financial incentive in providing domiciliary 
services and it is often out of their comfort zone (Antoun et al. 2008). Also, a Welsh 
study that investigated dentists providing treatment for residential care patients found 
that domiciliary care took significantly more time than those treated in a dental 
practice, and it is correlated with the increase in complexity of the patient care 
(Morgan et al. 2016). Interestingly, the authors noted a significant portion of their 
patient sample did not require specialist care but rather general dentists who have 
particular interest in Special Care Dentistry, which suggested that most of the patients 
in residential care did not require specialist-level dental care. With these limitations 
and barriers, one questions whether domiciliary care can improve the access for older 




With the overwhelming global evidence of the ageing population, all participants 
were substantially concerned for the older peoples’ oral health and depicted a 
disturbing outlook of this particular population group. Older patients will inevitably 
become part of the practise of Special Care Dentistry, as these individuals often have 
complex chronic conditions and the plethora of medications. Most participants see 
themselves as the main oral health care providers for the older people, particularly 
those who require hospital-level care.  
 
Older participants revealed that they have ‘vested interest’ in older peoples’ oral 
health because they desired a better future for their oral health. Participants 
highlighted the social expectations of older individuals, whereby they expect their 
general and oral health to remain healthy as they age. However, many believed the 
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1970’s philosophy of ‘teeth for life’ was unrealistic in the context of oral health in 
older people and proposed alternatives such as ‘rational dental care’ (Ettinger 2015).  
 
All participants raised the impending issue of dementia in older patients. Many felt 
profoundly challenged as clinicians in regards to the clinical management of dementia 
patients but also expressed their concerns about the quality of care received in nursing 
homes. Anecdotally, on numerous occasions, participants had to resort to relief of 
pain and palliative dental care because of the poor prognosis of the patient. The 
barriers of patient resistance to care and accessibility to regular dental care were 
clearly identified, along with increasing medical complexities that are associated with 
dementia. This meant the more affected dementia patients were being referred to the 
public health care system. The concerns of dementia patients overloading the public 
oral health services were palpable.  
 
However, turning back to the provision of oral health for older people, participants 
insisted that it should not rest solely on Special Care Dentists. The participants 
acknowledged significant barriers to provide care for older individuals in private 
practice, which include potential reduced financial gains and the challenge of 
managing complex medical conditions. Most expressed disappointment that general 
dentists were just simply reluctant to treat older patients. Notwithstanding the barriers 
of care in private practice, general dentists have a vital role to play in providing oral 







Semi-structured interviews were carried out with 11 participants that consisted of 
Special Care Dentists, a Dental Public Health Specialist, and a general dentist. From 
the interview data, thematic analysis was carried out, and four distinct themes were 
identified: the profession, interprofessional interactions, education of Special Care 
dentistry and older people. In each of these themes, subthemes were identified and 




The findings in this study clearly demonstrated the variation of training pathways and 
its challenges. Most Special Care Dental Specialists have gained their specialist 
recognition through postgraduate training in tertiary institutions. Participants 
attributed their career choice to their enjoyment of working in a hospital setting and 
early exposure to Special Care Dentistry. The key barriers identified to training were 
financial setbacks, family commitments, and job insecurities. The career pathway of 
Special Care Dentistry is limited in New Zealand because it is still mostly practised in 
the public health care system, which in turn restricts the practice of Special Care 
Dentistry in private practice. There was some contention regarding Dental Public 
Health Specialists, particularly in regards to their perceived ease of training pathway 
to achieve specialisation, competition in employment opportunities, and the lack of 
role distinction between the two specialties within the DHB setting. However, the 
participants in this study did not regret their career choice in Special Care Dentistry 




The profession and the roles of Special Care Dentists were explored in detail in this 
study. Special Care Dentistry is difficult to define but there was an obvious preference 
of ‘Special Care Dentistry’ over the term ‘Special Needs Dentistry’. The preference 
was supported by the notion that Special Care Dentistry envisages oral health care 
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that is holistic and contemporary, which provides oral care to a broad spectrum of 
patients who require it. Moreover, the term ‘Special Care Dentistry’ brings the 
specialty into line with other international Special Care Dentistry societies. 
 
Special Care Dentistry differs from other disciplines as participants defined 
themselves as dental specialists that approach patient care in its broadest context and 
yet are able to personalise oral health care for their patients. Their roles and skillset 
are broad and far-reaching as it is demonstrated by their involvement in delivering 
specialised dental care. At a higher level, these clinicians are regularly involved in 
leading oral health advocacy at an organisation level of health care. These valuable 
insights of the participants not only presented the challenges to define Special Care 
Dentistry but sheds light into their unique attributes such as their diverse roles, skills, 
and their distinctive ethos of care. The principles of patient-centred care and concept 




Special Care Dentists being recognised as specialist consultants allowed them to gain 
an attractive remuneration from the specialist pay scales of the ASMS and enjoyed the 
same employment privileges as their medical peers. The collegial relationships with 
their medical peers are healthy as they often work together with various medical 
specialties. The findings highlighted the need for better education in oral health. 
Conversely, there are significant insufficiencies in medical knowledge among the 
dentists and specialists. However, these participants are able to access medical 
expertise and collegial support easily within the hospital environment. The invaluable 
collegial interactions between the participants and their medical colleagues underlined 




Disturbingly, the overall impression of general dentists in regards to Special Care 
Dentistry was unfavourable. The quality of collegial interactions between general 
dentists and the participants was questioned, particularly in regards to patient referral 
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pathways and the quality of communication with the specialists. However, the fee-for-
service business model and isolating nature of private practice did not encourage 
collaborative practice or effective communication with their medical peers. 
Additionally, private dentists might not have access to sufficient medical information 
when referring. Unfortunately, it was widely agreed that not only are general dentists 
reluctant to treat patients requiring special care but also their negative attitude towards 
these patients were considered unsupportive. Participants identified time constraints, 
financial limitations, and insufficient education in Special Care Dentistry as the main 
barriers. These factors have been well reported in the literature in the last two decades 
(Ferguson et al. 1991). Despite the obstacles, it was broadly agreed that private 
practice might not be conducive to the practice of Special Care Dentistry, with 
reasons such as the unpredictable nature of some Special Care patient groups and the 
accessible infrastructure that is lacking. The importance of an empathetic and caring 
personality underscored the ethos of Special Care Dentistry that should be embraced 




The undergraduate curriculum prepares and trains dental students to achieve 
competency in all aspects of dentistry before graduating in the scope of general 
dentistry. The high calibre of recent graduates underscored the quality of the current 
undergraduate programme at the Faculty of Dentistry, particularly in evidence-based 
clinical knowledge. However, this study revealed the much-needed focus on Special 
Care Dentistry in the undergraduate course. There were concerns about the lack of 
exposure to patients requiring special care, which inevitably may limit understanding 
about the models of disability among students. However, it was acknowledged that 
teaching undergraduate Special Care Dentistry is not without its obstacles. 
Admittedly, there is little margin for the components of Special Care Dentistry to be 
incorporated. Furthermore, it was suggested that there was limited general clinical 
experience for students and an overemphasis of theoretical knowledge. The findings 
of this study suggested that the teaching staff in the Dental School might have limited 
exposure to Special Care Dentistry themselves.  
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Little was understood about the current postgraduate programme in New Zealand, 
with the exception from those who trained at the Dental School. This finding 
suggested that the specialists have little or no involvement in the formation of the 
teaching structure and curriculum of Special Care Dentistry in New Zealand. 
However, training through distance learning seems to be the agreeable training 
pathway in Special Care Dentistry. Pragmatically, most participants believed that 
DHBs in larger cities could provide a better variety of training experience. There were 
also suggestions of utilising DHB hospitals as learning sites for postgraduate trainees, 
where they can be seconded to different DHBs for a variety of clinical exposure. 
Special Care Dentistry postgraduates should be experiencing a variety of clinical case 
scenarios to learn from, which in turn would provide a framework for comprehensive 
learning of Special Care Dentistry. 
  
The unoccupied academic position in the Faculty of Dentistry has been somewhat 
controversial. Notwithstanding the general reluctance to undertake the academic 
position, it was acknowledged that there are barriers that need to be addressed to 
attract a suitable candidate. Limited numbers of specialists who are experienced in 
research and teaching were the few reasons given for the lack of shown interest in the 
pursuance of this academic position in Special Care Dentistry. Nonetheless, certain 
qualities were sought, in which the individual should be a specialist in Special Care 
Dentistry, supported by their international experience in Special Care Dentistry 
education and research. Appropriate innate personalities were essential, and it was 
suggested that the individual should be practical and empathetic in caring for patients, 




With the ageing population, all participants were substantially concerned for the older 
peoples’ oral health and their future of oral health. The concerns were palpable, 
particularly among several older participants, which struck a chord in their personal 
future oral health. There was also significant awareness of the poor oral health in 
older patients, particularly those who are in rest homes. Participants underlined the 
changing societal expectations of older individuals, whereby patients expect their 
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general and oral health to remain healthy as they age. Many believed that the 1970’s 
philosophy of ‘Teeth for Life’ was unrealistic and proposed alternatives such as 
‘rational dental care’ (Ettinger 2015). All participants raised the impending issue of 
dementia in older patients, as many felt profoundly challenged as clinicians. The 
barriers of patient resistance to care and accessibility to regular dental care were 
identified, along with increasing medical complexities that are associated with 
dementia. The concerns of dementia patients overloading the public oral health 
services were substantial. Significant barriers to provide care for older individuals in 
private practice were identified, including reasons such as reduced financial gains, 
and the delicate management of complex medical conditions. Most expressed 
disappointment that general dentists were just simply reluctant to treat older patients. 
General dentists will have a vital role to play in providing oral care for older patients 





This study was the first qualitative study (in the author’s knowledge) that explored 
clinicians’ perspective of Special Care Dentistry in New Zealand. The current study 
(using semi-structured interviews) was able to document in-depth perspectives of 
clinicians who practise Special Care Dentistry in New Zealand. Similar studies abroad 
have been previously undertaken, but none of them (to date) has approached this area 
of study using a qualitative method. Most research interest in this area has been 
investigated through a quantitative approach. Recently, an Australian study 
investigated the perception of Special Care Dentistry among general dentists (Derbi 
and Borromeo 2016). Their areas of interests were similar to this current study, which 
included general dentists’ definition of Special Care Dentistry and their perception of 
treating patients requiring special care. However, due to the nature of the quantitative 
approach, the authors were not able to demonstrate the in-depth details of the 
preferred definition or the reasons behind it. In addition, unlike the Australian study, 
most participants in this current study are either Special Care Dental Specialists or 
dental practitioners who predominantly practise Special Care Dentistry. This provided 
a different perspective than the Australian study. However, the Australian findings 
were invaluable and certainly complemented this study significantly.  
 
In another study, Scambler and her colleagues (2011) investigated attitudes of dental 
staff that provide dental care for those with disabilities using a theoretical framework 
of the social model of disability. Their valuable findings were able to demonstrate 
how dental staff view disability and their attitudes towards those who are disabled. 
However, the authors did not investigate other aspects of Special Care Dentistry 
because their focus was on the attitudes of the dental workforce towards patients with 
special needs. This current study explored broadly various topics, which included: 
definitions of Special Care Dentistry; training and career pathways; professional 
interactions with other health professionals, and along side with other issues such as 






The strength and limitations of this study were considered. This study’s participants 
consisted of Special Care Dental Specialists, a Dental Public Health Specialist, and a 
general dentist. Due to the qualitative nature of this investigation, it is not possible to 
claim that it is representative of other general dentists and non-Special-Care-Dentistry 
specialists who treat patients requiring special care. It is also important to note that 
this study did not investigate any general dentists from private practice settings. 
Several participants in this study, however, do have some commitments in private 
practice but their private dental work mainly consisted of general practice rather than 
Special Care Dentistry. Most participants in the present study primarily work in 
public practice settings, which could only demonstrate insights from a public practice 
perspective. Admittedly, it would have been more valuable if this study included 




At the time of commencing this study, there were only nine registered Special Care 
Dentists in New Zealand (Dental Council of New Zealand 2017). It was possible that 
the participants did not respond freely due to their concern of anonymity and their 
identity being disclosed due to the small number of Special Care Dental Specialists in 
New Zealand. However, the participants were assured that any personal details would 
be removed from their interviews. The participants also have variable roles in their 
workplaces, which may not have provided a homogeneous view of Special Care 
Dentistry. On the contrary, it also underscored the true account of variations in the 




A single interviewer (LC) conducted all the interviews in this study. Having a single 
interviewer could potentially introduce inaccuracies and interviewer bias during 
questioning. However, an interview guide was used as an aid to reduce digression and 
remain consistent in each interview. Transcription of audio recordings could also 
potentially introduce transcription errors. To minimise inaccuracies, a few steps have 
 208 
been taken into account to mitigate potential errors. Audio recordings were made on 
two separate recorders to reduce the risk of failure of the recording device. The data 
were transcribed by a professional transcription service to reduce possible 
transcription errors by the primary investigator. The raw transcribed text data were 
sent to each participant for member-checking and to include any amendments, if 
required. This allowed the accuracy of the transcribed data to be preserved. 
 
The collected data were analysed and coded by the same individual (LC). One of the 
limitations of this study is that no sample interviews were analysed or coded by other 
researchers. However, having the same individual for interviews and analysis allowed 
early analysis to be conducted after each interview and refine the line of inquiry in 
subsequent interviews. It also allowed the interviewer to develop early understanding 
of the data collected. Other researchers checked the clarity of categories to ensure 
they were appropriately assigned to the data analysed (Thomas 2006). Moreover, the 
final report of findings was also examined by other researchers to approve the 




Utilising a qualitative approach underpins the strength of this study, which allowed 
the investigator of this study to delve into the world of dental practitioners who 
practised Special Care Dentistry. The in-depth details of the interviews provided rich 
insights into the perception and key issues pertaining to Special Care Dentistry in 
New Zealand. This qualitative data will enrich the current literature on the perspective 
of Special Care Dentistry. The inclusion of all the Special Care Dental Specialists—
albeit small in numbers—can be considered a representation of Special Care Dentistry 
in New Zealand. Moreover, the participants practised in different DHBs around New 
Zealand, which reflected the heterogeneity of the sample. Notwithstanding their 
variable employment locations, the coincidental uniformity of their responses to 





The main aim of this study was to understand the foundation of Special Care 
Dentistry. This study has accomplished it through investigating the perspectives of 
Special Care Dentists in New Zealand. It has explored the limitations and challenges 
of the training and career pathways in Special Care Dentistry. Issues such as, the 
education of Special Care Dentistry and the future of older peoples’ oral health 
highlighted some of the pertinent issues that could shape the current and future dental 
workforce. From these findings and through participants’ recommendations, key 
implications for practice can be drawn, and some directions for future research 




In New Zealand, the current Special Care Dentistry workforce is considered to be 
insufficient, which mainly consists of Special Care Dentists and salaried general 
practitioners employed in DHBs (New Zealand Dental Association 2006). There is a 
critical need to enhance the current workforce to meet the increasing oral health needs 
of vulnerable populations such as, older people and those with disabilities. With the 
findings of this study and the participants’ recommendations, building the oral health 
workforce can be addressed in the following approaches: 
 
1. Improve training and career pathways. 




The training and career pathways of Special Care Dentistry in New Zealand have 
been known to be a point of contention among those who work in public practice. In 
New Zealand, those who are interested in pursuing specialty training are required to 
undertake postgraduate training through the Faculty of Dentistry in Dunedin or 
elsewhere. In this study, barriers to training have been identified which include 
financial barriers, loss of employment, family commitments, and lack of job security 




The training of a Special Care Dentist needs to be translated to a definitive career 
pathway. As indicated by the participants, given that Special Care Dentistry is 
primarily practised in the public sector, there are limited available jobs in the DHBs. 
There is little benefit of training and producing Special Care Dentists if these 
specialists are not able to seek employment to exercise their specialty and provide 
care for patients requiring special care. This underscores the importance of 
establishing collaborations between the DHBs and the Faculty of Dentistry to 
facilitate a seamless training and career pathways of Special Care Dentistry. The 
concept of ‘supply and demand’ must be applied and intricately balanced; the 
University must ensure there is a steady ‘supply’ of Special Care Dentists while the 
DHBs must commit to meet the ‘demand’ of the workforce for oral health services, 
with the provision of sufficient employment opportunities. This would ensure a self-
sustaining workforce that could address the current challenge of the insufficient 




Community-based clinics could be provided for patients requiring special care. This 
concept is not new and it has been well implemented in the UK by the NHS to 
provide community-level oral health care for patients requiring special care (Dougall 
and Fiske 2008; Gallagher and Fiske 2007). Shifting some patients requiring special 
care to these clinics would decrease the patient load in hospital outpatient clinics, 
reserving the hospital clinics only for those who require hospital level care. This 
could potentially reduce travelling for patients and improve access to oral health care 
services. It could further create job opportunities and career pathways for dentists in 
the public health sector (both non-specialist clinicians and Special Care Dental 
Specialists). These sites also have the potential to provide outreach programmes for 
undergraduates and postgraduates students.  
 
While community-based Special Care dental clinics are potentially beneficial, several 
factors need to be taken into account. Patients requiring special care often have 
physical disabilities and require accessibility support, while others may require 
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careful attention to their medical and psychosocial wellbeing. Designing Special Care 
dental clinics require specialised accessibility features such as wheelchair ramps with 
ground level access, specific patient transfer systems, and disability-friendly dental 
chairs. Structural features including wider corridors, anti-slip floors, and disability-
accessible washrooms are essential to Special Care dental clinics (Dougall and Fiske 
2008). To support medically compromised patients safely, advanced resuscitation 
equipment and training for clinicians and staff are necessary. 
 
There is significant impact on the dental staff working in these community clinics. 
Most of the participants in this study enjoy the collegiality and support from working 
in a team-based environment. There is also the possibility that those who work in 
community-based clinic may feel isolated from resources, support, and collegiality 
from their colleagues at the hospital. These can be minimised by building the 
community clinics in proximity of the hospital or nearby medical centres (in terms of 
providing medical support). Clinical staff could also be placed on a clinical rotation of 
working at the hospital and the community clinics to mitigate the potential 
professional isolation working in the community clinics. This also further provides 
the benefit of variety in working experience and clinical challenges. 
 
However, with the increased cost of building and maintenance, along with the 
additional training required, outcome measures must be evaluated to ensure these 
services are financially feasible and benefits the government and the public. 
Stakeholders and service planners need to consider these factors when proposing 
business cases for funding. Nonetheless, creating community-based Special Care 




Most participants in this study attained their specialty training through distance 
learning while working in DHB hospital. Training through distance learning has 
various advantages. From the postgraduate trainee’s perspective, this allows them to 
remain employed while training in their workplace. Additionally, this provides them a 
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‘local’ clinical experience in a DHB setting, which could potentially provide a wider 
spectrum of clinical experience, enhancing the quality of training in the postgraduate 
course. However, it may not be applicable for overseas graduates and it is a 
significant disadvantage, particularly if they are not registered to practise in New 
Zealand.  
 
Although New Zealand Government’s Tertiary Education Commission covers a 
proportion of the tuition fees for some postgraduate students, postgraduate study in 
dentistry remains a costly investment and it is predominantly self-funded through 
student loans and personal savings49. The provision of external funding for training 
can be a useful incentive to encourage clinicians to pursue specialist training in 
Special Care Dentistry. Through distance learning, some participants were able to use 
their Continual Medical Education (CME) fund from their employment in DHBs to 
partially pay for their training. However, this is only available for those who work in 
DHBs and it only mitigates part of the full cost of the postgraduate tuition fees.  
 
Each DHB dental department is dependent on their service specifications to define 
their patient service priorities (Ministry of Health 2017). As a result, DHB dental 
departments can provide a variety of clinical experience. It has been proposed that 
postgraduate trainees can be seconded to different DHBs to allow them to gain a wide 
clinical experience in different DHBs and to appreciate the integration of oral health 
in the New Zealand public healthcare system. This would address the DHB hospital 
experience that full-time postgraduate trainees may lack at the Faculty of Dentistry. 
However, the logistics of providing an effective learning experience must be 
addressed. It would require careful planning and mutual agreement between the 
Faculty of Dentistry and the DHBs, particularly in providing appropriate supervision 
and remunerations. 
 
In addition, fellowship training offered such as by the RACDS could be useful to 




49	The University of Otago has postgraduate scholarships but they are well sought after and extremely 




To address the geographic disparity in the distribution of Special Care Dentists, DHB 
region-specific funding for training can be proposed. In regions where there is a 
critical need of Special Care Dentistry services, DHB funding (with the addition of 
CME fund) for tuition fees could be provided for dentists who are interested in 
specialising in Special Care Dentistry and would like to remain working in the region. 
In return, a contract of agreement could be drawn to provide a bonding scheme that 
requires the clinician to continue to work for that specific DHB for a fixed period. 
This has two advantages: Firstly, the DHB would be able to ‘employ’ a Special Care 
Dentist to their region when training is completed. Secondly, this also benefits the 
dentist because there is a ‘guarantee’ of employment after their postgraduate training. 
However, this may have some drawbacks. Unless there is an existing Special Care 
Dentist in the same DHB, other senior dental specialists or those who have significant 
experience in Special Care Dentistry may be required to ‘adopt’ the trainee(s) to 
provide adequate supervision and mentorship. In addition, once the bonding scheme 
has lapsed, there is no guarantee that the invested specialist would remain within the 




The current literature and findings in this study strongly indicated that there is a lack 
of education in Special Care Dentistry, particularly in the undergraduate dental 
programme. The participants in this study underscored the importance of education in 
the undergraduate curriculum because it would determine how future graduates would 
perceive and treat patients requiring special care. 
 
Integration of didactic teaching and clinical exposure of Special Care Dentistry could 
be implemented in the undergraduate course. The curriculum can be developed by 
adopting the Special Care Dentistry undergraduate programme established by the 
International Association of Disability and Health (IADH) (Dougall et al. 2014b). It 
was designed with the intention to provide an internationally recognised framework 
for teaching institutions to implement Special Care Dentistry into their undergraduate 
dental curriculum. This framework has been established and ratified through a 3-
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round Delphi50 expert panel of international academic educators who are involved in 
Special Care Dentistry education (Dougall et al. 2013).  
 
Using the IADH undergraduate curriculum, didactic teaching will provide the 
principles of Special Care Dentistry with emphasis on the broader psychosocial 
aspects of disability and its impact on oral health provision. This foundation will then 
provide a framework for learning when dental students are exposed to patients 
requiring special care in a clinical setting. Along with these course components, 
outreach programmes have also been suggested. Although the current undergraduate 
dental course does provide some outreach settings for final year dental students, it is 
however, optional, and are limited in capacity and relatively brief. It would be more 
useful if these outreach programmes are longer in duration with a focus on Special 
Care Dentistry. 
 
Literature evidently shows that early exposure to Special Care Dentistry at the 
undergraduate level correlates with the confidence and willingness to provide care for 
patients requiring special care (Chavez et al. 2011; Subar et al. 2012). With that in 
mind, it is prudent to focus education of Special Care Dentistry at the undergraduate 
level, in the hopes of preparing and encouraging a future generation of dentists that 





In recent decades, there has been a growing contribution in research to the 
understanding of Special Care Dentistry. Given that the discipline is relatively new in 
comparison with other disciplines of dentistry, there are significant gaps in the 
literature of Special Care Dentistry. In New Zealand, research in Special Care 
Dentistry is relatively untapped. 
 
																																																								
50	The Delphi method is a structured communication method that is developed as a systematic and 
interactive forecasting that relies on a panel of experts in the field of interest, which now used in 
various policy-making initiatives. The Delphi method was originally developed for warfare forecasting. 
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With the support of the literature, this study’s findings also revealed that there are 
areas of deficits in regards to Special Care Dentistry research, particularly in 
understanding the concepts of disabilities among dental practitioners and students. 
Significant barriers to the provision of Special Care Dentistry were identified but 
were only explored from the perspectives of clinicians who primarily practise Special 
Care Dentistry in public practice. The objectives of this study did not include 
examining the perspectives of other domains, which include general dentists in 
private practice, dental students, and perhaps more crucially, individuals who require 
Special Care Dentistry. 
 
The findings in this study are only the tip of the iceberg of an uncharted territory in 
Special Care Dentistry, particularly in the context of New Zealand. There is little 
understanding or awareness of Special Care Dentistry among various groups within 
the community, which includes medical professionals, the dental community, health-
related support groups (for example, Alzheimer’s Society), and patients who require 
Special Care Dentistry. With that in mind, the following section recommends future 
research directions: patients’ perception of Special Care Dentistry, and the 




Present studies in the literature primarily investigated clinicians and dental students’ 
perception of Special Care Dentistry and its patients. One of the key findings of this 
current study was the perceived limited public understanding of Special Care 
Dentistry. In New Zealand, there is only one study (to the author’s knowledge) that 
investigated the dental care experiences from a patient’s point of view (McKelvey et 
al. 2014). The study suggests that the public may not be aware of the role of Special 
Care Dentists, which could impact how the public seeks dental care, particularly those 
who are advocating or caring for individuals with special needs. Since this area of 
research is relatively unexplored, there is a multitude of aspects that can be 
investigated, which could include their awareness of Special Care Dentistry and their 
personal patient experience. A qualitative approach to explore this area would be 
invaluable to understand the patients’ personal experience of receiving oral care 
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relating to their health conditions and disabilities, which in turn would help better 




Numerous studies have explored the perception of dental students towards Special 
Care Dentistry (Ahmad et al. 2015; Alkahtani et al. 2014; Fuad et al. 2015; Lee et al. 
2015a; Mac Giolla Phadraig et al. 2015). However, there is no New Zealand research 
on the perception of dental students towards Special Care Dentistry to date 51. The 
results of this study indicated there is a lack of understanding of disabilities among 
recent dental graduates. The findings of this study suggest that the recent graduates 
did not consider the broader context of the biopsychosocial aspects of disability when 
treating their patients requiring special care. This is believed to have a significant 
impact on how dental professionals perceive and treat patients requiring special care 
(Faulks et al. 2012). Exploring the understanding of disability among dental students 
would certainly be a valuable asset when considering developing Special Care 
Dentistry education components for the undergraduate dental programme (Dougall et 
al. 2013). Although most current literature has explored the perception of dental 
students in Special Care Dentistry education, it would be interesting to investigate the 
perception towards disabilities among dental students when the UNCRPD and ICF is 
incorporated into the dental undergraduate programme. This area of research interest 
could be similarly explored among general dentists, particularly when comparing 
between private and public practice dentists. 
  
																																																								
51	However, in 2017, there is ongoing research comparing perception of Special Care Dentistry 




Recent reports from World Health Organization identified that the population of the 
world is ageing, and people with disabilities (particularly with older people) are 
rising. The population of New Zealand is no different and has been well reported to 
have similar findings. In the oral health perspective, people in New Zealand are not 
only living longer but also more likely to retain their natural teeth well into their older 
age (Thomson 2014). This has a significant impact on how public and private oral 
health services will be utilised and delivered. It is expected that older people and 
individuals with disabilities will have higher oral care needs than those who are 
younger, independent, and without any disabilities or medical conditions (Gallagher 
and Scambler 2012).  
 
This study presented a broad overview of Special Care Dentistry and its pertinent 
issues in New Zealand. It gave us a unique privilege to appreciate the profound 
insights from Special Care dental practitioners and their roles within their workplace. 
Their opinions in training and career pathways offered reasons behind their choice of 
vocation but also reflected the challenges at their time of training and their views on 
the current programme. Most participants have no regrets of their career and continue 
to enjoy practising Special Care Dentistry. Critical concerns about the current 
education of Special Care Dentistry and the future of older peoples’ oral health 
reflected in the emerging key issues within the Special Care Dentistry community.  
 
Special Care Dentistry in New Zealand is still in its infancy. Nonetheless, the 
preferred name of ‘Special Care Dentistry’ is recognised to be contemporary, 
reflecting the current biopsychosocial views of disability, while embracing the 
philosophical ethos of holistic care. There have been considerable efforts to promote 
Special Care Dentistry as a specialty to encourage dentists to pursue, but it remains 
scarce and its workforce is disproportionately distributed in New Zealand. The 
consistent low number of postgraduate trainees over recent decades manifested the 
dire concerns for the future of Special Care Dentistry as the demand for specialised 
oral health care services continues to rise. The shortfall (and the ageing) of Special 
Care Dentists appeals for the desperate need for improvement in training and career 
pathways for those who have interests in Special Care Dentistry. Although the 
 218 
training pathway in New Zealand is established, there is a lack of consistent quality of 
teaching and concerns over the limited clinical experience at the Faculty of Dentistry. 
Training Special Care Dentistry in different hospital sites has been suggested to 
diversify and enrich the postgraduate training experience. 
 
The current undergraduate education in New Zealand has an insufficient emphasis on 
Special Care Dentistry. The evidence found in the literature and this current study 
underscored the importance of early undergraduate exposure to Special Care 
Dentistry and revealed significant obstacles that need to be addressed in the teaching 
of Special Care Dentistry for undergraduates. Recent literature suggested that early 
exposure of Special Care Dentistry through clinical experience and didactic teaching 
seem to produce dentists who are more comfortable and willing to treat patients 
requiring special care, and interested in specialising in Special Care Dentistry. 
 
This study also showed that there are critical concerns of oral care provision for the 
elderly. It was reported that there were increasing challenges in providing appropriate 
care for older people with chronic non-communicable disease, particularly dementia. 
Issues of polypharmacy and the reluctance of general dentists in treating older people 
were raised by the participants. There is a need to consider providing ‘rational oral 
care’ particularly those who will be entering long-term residential care (Ettinger 
2015). While New Zealand’s deinstitutionalisation of people with intellectual 
disabilities and mental health between the 1990s to the 2000s can be lauded as 
progressive, the increase of utilisation of aged care facilities forewarns the incoming 
of the paradoxical ‘silver age’ of institutionalisation of older people. Health care 
stakeholders of all levels, including the Ministry of Health and the dental services, 
must recognise this phenomenon and address the oral health care needs of this older 
population. Left unchecked, this could have significant adverse impact on public oral 
health service demand, particularly for hospital-level services. 
 
Special Care Dental Specialists may seem ambiguous for some dental practitioners, 
particularly in their roles and skills within the context of dentistry. Although the 
clinical dentistry may seem general, this study revealed that there are fundamental 
characteristics within Special Care Dentistry that set it apart from other disciplines of 
dentistry, including general dentistry. Apart from their diverse specialised skills, 
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Special Care dental practitioners exude the principles of patient-centred care in their 
daily practice. The concepts of the ICF are exemplified by their contemporary 
understanding of disability and its social impact on their patients care. In addition, 
their working environment encourages teamwork with their professional peers and 
fosters interprofessional collaboration. The participants in this study defined 
themselves as dental specialists that approach patient care in its broadest context and 
yet able to individualise oral health care for their patients. Their roles and skillset are 
vast and far-reaching as they are involved in the grassroots level of delivering 
specialised dental care while having an overarching responsibility in leading oral 
health advocacy at organisation level of health care and beyond. As Scambler and her 
colleagues neatly put it: ‘‘Special Care Dentistry is about a repertoire of clinical 
skills to manage any type of patient.’ (Scambler et al. 2011). 
 
The prospect of Special Care Dentistry is evidently bright. However, there is much 
room for improvement, particularly in the aspects of education and career pathways to 
provide a healthy self-sustaining workforce. This is vital to address the disparity in 
oral health needs of this unprecedented era of increasing older people and those who 
are vulnerable. There should be a collaborative focus to promote Special Care 
Dentistry by all levels of oral health care stakeholders including the Faculty of 
Dentistry, NZDA, and the Ministry of Health. In the coming age where patient-
centred care and interprofessional collaboration are regarded as the heralds of the 
modern practice of health care, in some ways, Special Care Dentistry could be 
considered to be in the vanguard of the contemporary practice of dentistry. 
 
Special Care Dentistry is a specialty of dentistry of its own right. With the findings in 
this study, Special Care Dentistry can be defined as a discipline that provides patient-
centred oral health care for those within the spectrum of disabilities and activities 
restrictions that affect their oral health, within the personal and environmental 
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Clinicians’ Perspectives on Special Care Dentistry in New Zealand 
INFORMATION SHEET FOR   
PARTICIPANTS FOR SEMI-STRUCTURED INTERVIEWS 
 
 
Thank you for showing an interest in this project. Please read this information sheet 
carefully before deciding whether or not to participate. If you decide to participate, 
we thank you. If you decide not to take part, there will be no disadvantage to you and 
we thank you for considering our request.   
 
The purpose of this research is to explore the perspectives of Special Need 
Dentistry among specialists and general dentists in New Zealand. It is part of a 
doctoral thesis that seeks to define special needs dentistry and its role in New 
Zealand. It comprises interviews with specialists and general dentists who 
practise special needs dentistry on their experiences, perceptions, and opinions 
of special needs dentistry. This project is being undertaken as part of Dr 
Leonard Chia’s Doctorate in Clinical Dentistry (Special Needs Dentistry). 
 
The names and details of the eight dentists registered as ‘special needs dentist’ 
specialists and eight general dentists who mainly practise special needs 
dentistry will be obtained from the Dental Council of New Zealand. These 
clinicians must be currently registered with New Zealand Dental Council as 
practising clinicians. 
 
There will be a randomised draw for book vouchers to thank those who have 
participated. This research project will be carried out with the intention to 
publish its findings. Participants can request for the results of the findings. 
 
Participants are individually interviewed over an Internet audio-visual 
conference with the primary interviewer (Dr Leonard Chia). A series of open 
questions will be asked regarding the participants’ views and perspectives in 
special needs dentistry. The length of the interview will be no more than an 




Please be aware that you may decide not to take part in the project without any 
disadvantage to yourself of any kind. 
 
The data will be collected and analysed. Names and email addresses will be 
collected at the end of the interview if participants would like to be in the draw 
to win book vouchers.  
 
The data collected will be used to understand the perspectives of special needs 
dentists and general dentists who practise special needs dentistry. All of the 
research supervisors will have access to the data. A designated transcribe will 
transcribe the raw audio data as well. The data collected will be securely 
stored in such a way that only those mentioned above will be able to gain 
access to it. Data obtained as a result of the research will be retained for at 
least 5 years in secure storage. Any personal information held on the 
participants may be destroyed at the completion of the research even though 
the data derived from the research will, in most cases, be kept for much longer 
or possibly indefinitely. 
 
The results of the project may be published and will be available in the 
University of Otago Library (Dunedin, New Zealand) but every attempt will 
be made to preserve your anonymity. 
 
This project involves an open-questioning technique. The general line of 
questioning includes areas of history of special needs dentistry, education, 
vocational recognition, patient barriers, role and workforce issues, and their 
views on the future of special needs dentistry. Due the nature of a semi-
structured interview, the precise nature of the questions which will be asked 
have not been determined in advance, but will depend on the way in which the 
interview develops. Consequently, although the University of Otago Human 
Ethics Committee is aware of the general areas to be explored in the interview, 
the Committee has not been able to review the precise questions to be used. 
 
In the event that the line of questioning does develop in such a way that you 
feel hesitant or uncomfortable you are reminded of your right to decline to 
answer any particular question(s) and also that you may withdraw from the 
project at any stage without any disadvantage to yourself of any kind. 
 
If you have any questions about our project, either now or in the future, please feel 
free to contact either: 
 
Dr Leonard Chia and  Prof Darryl Tong  
Department of Oral Diagnostic and   Department of Oral Diagnostic 
and Surgical Sciences     Surgical Sciences 
Email: dental_chia@yahoo.co.nz   Email: darryl.tong@otago.ac.nz 
 
This study has been approved by the University of Otago Human Ethics Committee. 
If you have any concerns about the ethical conduct of the research, you may contact 
the Committee through the Human Ethics Committee Administrator (ph +643 479 
 244 
8256 or email gary.witte@otago.ac.nz). Any issues you raise will be treated in 
confidence and investigated and you will be informed of the outcome. 
Clinicians’ Perspectives on Special Care Dentistry in New Zealand 
CONSENT FORM FOR 
PARTICIPANTS FOR SEMI-STRUCTURED INTERVIEWS 
 
I have read and understand the Information Sheet concerning this project. All my 
questions have been answered to my satisfaction. I understand that I am free to 
request further information at any stage. 
 
I know that: 
 
1. My participation in the project is entirely voluntary. 
 
2. I am free to withdraw from the project at any time without any disadvantage. 
 
3. Personal identifying information recorded on audio may be destroyed at the 
conclusion of the project but any raw data on which the results of the project 
depend will be retained in secure storage for at least five years. 
 
4.  This project involves an open-questioning technique. The general line of 
questioning includes areas of history of special needs dentistry, education, 
vocational recognition, patient barriers, role and workforce issues, and their views 
on the future of special needs dentistry. Due the nature of a semi-structured 
interview, the precise nature of the questions which will be asked have not been 
determined in advance, but will depend on the way in which the interview 
develops. Consequently, although the University of Otago Human Ethics 
Committee is aware of the general areas to be explored in the interview, the 
Committee has not been able to review the precise questions to be used. 
 
In the event that the line of questioning does develop in such a way that I feel 
hesitant or uncomfortable I have the right to decline to answer any particular 
question(s) and also that I may withdraw from the project at any stage without 
any disadvantage to myself of any kind; 
 
5. The results of the project may be published and will be available in the 
University of Otago Library (Dunedin, New Zealand) but every attempt will be 
made to preserve my anonymity. 
 
I agree to take part in this project. 
 
 
.............................................................................   .............................. 









This study has been approved by the University of Otago Human Ethics Committee. 
If you have any concerns about the ethical conduct of the research, you may contact 
the Committee through the Human Ethics Committee Administrator (ph +643 479 
8256 or email gary.witte@otago.ac.nz). Any issues you raise will be treated in 















Manager, Academic Committees, Mr Gary Witte
15/140
Assoc. Prof. D Tong
Department of Oral Diagnostic and Surgical Sciences
Faculty of Dentistry
Dear Assoc. Prof. Tong,
I am again writing to you concerning your proposal entitled “Clinician’s Perspectives on
Special Needs Dentistry in New Zealand”, Ethics Committee reference number 15/140.
Thank you for your e-mail of 17th November 2015, with attached revised ethics application,
addressing the issues raised by the Committee.
On the basis of this response, I am pleased to confirm that the proposal now has full ethical
approval to proceed.
Approval is for up to three years from the date of this letter. If this project has not been
completed within three years from the date of this letter, re-approval must be requested. If
the nature, consent, location, procedures or personnel of your approved application change,






 c.c. Professor A M Rich    Department of Oral Diagnostic and Surgical Sciences
